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STATUS OF THE TREATMENT OF 
— rt AND DUODENAL ULCER. 





By E. Starz Jupp, M.BD., 
Division of Surgery, Mayo Clinic, Rochester, Minnesota. 





For many years it has been customary to 
designate all benign ulcers of the stomach and 
duodenum as peptic ulcers. The inference has been 
that all of these ulcers should be considered in one 
group inasmuch as they are clinically and struc- 
turally alike and require the same treatment. When 
the term peptic ulcer was first used, it was pre- 
sumed that the lesion was in the stomach in every 
instance. In comparatively recent years it has 
been learned not only that ulcer does occur in the 
duodenum, but that it developes there much more 
commonly than in the stomach. In a series of 1,897 
cases of proved ulcer at the Mayo Clinic 876% 
were duodenal and 124% were gastric. Then 
curiously enough when duodenal ulcer came to be 
recognized as a common lesion, the term gastro- 
duodenal ulcer was coined. As a result gastric 
and duodenal ulcers were kept in one large group. 
While in many respects the lesions are similar, 
nevertheless in others they are distinct. These 
differences must be given serious consideration. 

Clinically the two lesions may be quite similar in 
certain cases, while in others it is possible by a 
careful review of the clinical history to diagnose 
the site of the ulcer with a fair degree of accuracy. 
Both gastric and duodenal ulcers occur more fre- 
quently in men than in women, the ratio being 
about 3:1. The age incidence is about the same in 
both sexes. 

The symptoms of gastric ulcer are not as definite 
and regular in relation to meals as those of duo- 
denal ulcer. They are similar as regards relief of 
pain by food or alkalis, but with gastric ulcer the 
pain is more intense or very vague, is not so 
frequently described as distress and its situation is 
not as definite. 

From a pathologic Standpoint gastric and duo- 
denal ulcer must be considered as entirely different. 
The gastric lesion is a true ulcer in that the mucous 
membrane is destroyed and the tissue reaction which 
follows, produces a certain amount of fibrous and 
sear tissue which forms the walls for the crater 
of the ulcer. There is usually some associated 
inflammation in the surrounding tissues. Much 
attention is now being paid to the inflammation and 
gastritis around these ulcers in an effort to deter- 
mine whether or not inflammation is the prime 
factor in the etiology of the-ulcer. These studies 
are being made, particularly in European clinics, 
since subtotal gastrectomy has been used in the 
treatment of these conditions. In many instances 
in which the greater part of the stomach has been 
removed for a small gastric ulcer, it has been shown 
that the inflammation in its wall, particularly at 
the lesser curvature, may extend for some distance 
toward the cardia and also toward the pylorus. 
Whether this inflammatory reaction is the cause 





1Read at the district meeti of the American College of 
Surgeons at Duluth, Minnesota, November 18, 1927. ” 





—————. 


or the result of the ulcer is a problem which jg 
creating much interest. 

Nearly all ulcers of the stomach occur on the 
posterior aspect of the lesser curvature and most 
of them are in the central part of the stomach. A 
definite proportion are on the cardiac side of the 
median line. Formerly much was heard of the 
pyloric ulcer, the name implying that the ulcer 
was within the pylorus. As a matter of fact, ulcers 
rarely if ever occur in the pylorus. In the first 
place they are either gastric or they are duodenal, 
If they are gastric, there is usually healthy mucous 
membrane for a distance of 2°5 to 5-0 centimetres 
at least between the ulcer and the pylorus. 

One of the principal reasons for considering ulcer 
of the stomach and ulcer of the duodenum separately 
is the pathologic picture. It may be stated that 
ulcers of the duodenum are all simple ulcers or 
inflammatory processes and in none of them does 
the question of malignant transformation arise. 
Because of this, duodenal ulcers may be treated as 
benign lesions and any conservative method that 
offers a prospect of relief, is justifiable. 

On the other hand ulcers of the stomach may be 
benign or they may be malignant. As far as is 
known there is no absolute way of distinguishing 
a malignant ulcer of the stomach in its early stages 
from one that is not malignant. Efforts to establish 
a plan by which the nature of the ulcer can be 
recognized by clinical studies, Réntgen ray examina- 
tion and a consideration of the size and situation 
of the ulcer have so far been unsuccessful. At 
present it must be said that there are no physical 
differences except in the cellular structure between 
a small malignant ulcer and one that is benign, 
so that a microscopic study is necessary before the 
exact pathologic nature of the ulcer can be deter. 
mined. It seems to me that the point to be kept 
constantly in mind when one is recommending treat- 
ment, is the impossibility of recognizing with 
surety the particular kind of ulcer present in a 
given case. 

Much controversy has arisen concerning the fre 
quency with which benign ulcers become malignant 
and the proportion of cancers that develope from 
benign lesions. Certain authors believe that a 
malignant ulcer is primarily a malignant lesion, 
yet, because of the long-standing ulcer history in 
certain cases of malignant ulcer, there is some 
reason to doubt this. There are other areas in the 
body in which benign ulcers become malignant: in 
the lip, in the buccal mucosa following leukoplakia 
and in trophic ulcers in the skin following burns. 

In a review of all ulcers resected at the clinic it 
has been found that a definite percentage gave suff- 
cient evidence to warrant a histologic diagnosis of 
cancer-on-ulcer. The problem of determining the 
percentage of gastric ulcers in which carcinoma 
developes secondarily, is of academic interest 
because there is no method of telling the benign 
from the malignant except most careful microscopic 
study. Even when a detailed microscopic examina- 
tion is made, pathologists will often disagree because 
of different interpretations. It seems to me that it 
will always be difficult to decide whether the malig- 
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nant ulcer originated as such or whether there was 
a period in its early existence when it showed none 
of the known signs of malignancy. 


Does carcinoma develope in chronic ulcer? 
MacCarty believes that this question cannot be 
answered since there is no positive or negative 
visible evidence regarding the development of simple 
or carcinomatous gastric ulcer. No one has pro- 
duced a gastric uicer experimentally and then 
produced a carcinoma in that ulcer. MacCarty also 
states that whether or not a percentage of gastric 
ulcers become carcinomatous cannot be determined, 
because it cannot be shown positively that carcinoma 
developes on ulcer. 

In a consideration of the clinical aspects of 
gastric ulcer it is at once realized that in many 
respects the symptoms are quite similar to those of 
duodenal ulcer. There are some _ differences, 
however. Graham states: 


The regular gastric type, as we prefer to consider it, 
has the same periodicity and the same group symptoms, 
though not so clearly cut as in the duodenal lesion, but as 
we have shown in at least one-fourth of the cases the 
difference is quite indistinguishable. Pain or distress 
comes sooner after meals, does not continue so clearly to 
the next meal, may cease for a time to begin again before 
the following meal and is often eased by food though not 
so often nor so clearly as the pain of duodenal ulcer. Fear 
of food pain is more often noted. Food in small amounts 
gives ease while in larger amounts it gives pain. Hunger 
pain is not so clear cut and not so frequent, because the 
pain may pass before meal time arrives. Careful diet 
seems to give more relief than in duodenal ulcer, unless 
complications are present. Some food is not so trouble- 
some in the high as in the low ulcer, and the position of 
the body as well as physical activity plays a more import- 
ant ease réle in the gastric than in the duodenal cases. A 
definite intrinsic gastric complaint runs throughout the 
history though the features seem less clear cut than in 
the duodenal ulcer and one feels a greater lack of 
certainty in the diagnosis. 


However, the fact remains that the final diagnostic 
figures in the series of cases which Graham reported, 
held as well for gastric ulcer as for duodenal. 
Early in the course of ulcers high in the stomach 
there is a tendency toward an irregular type of 
complaint. 


Pain is the one constant symptom with all ulcers. 
Pain at night is much more common in cases of duo- 
denal ulcer than of gastric ulcer. Radiation of the 
pain to the left is suggestive of gastric ulcer. The 
pain comes on earlier after the ingestion of food; 
a small amount of food often gives relief, while 
larger amounts produce immediate pain. 


_ Eusterman has called attention to the fact that 
it is sometimes possible to get a suggestion as to 
the nature of the ulcer from the clinical history. 
In these studies in 75% of the group of inoperable 
cancer there was a history characteristic of benign 
ulcer before clinical symptoms of malignant growth 
supervened. This percentage was increased to 52 in 
the group with malignant ulcer. The average dura- 
tion of symptoms in cases of benign ulcer was 
eleven years. Eight per centum of carcinomatous 
ulcers occur in patients aged less than forty. It 
18 reasonable to infer from experience that if the 
ulcer appears in the skiagram as a circumscribed 





lesion and if there has been occasional subacidity or 
anacidity, it will prove to be malignant. 


In a consideration of the treatment of gastric 
ulcer, it is most important to determine the patho- 
logic nature of the ulcer. Many benign ulcers have 
undoubtedly healed spontaneously and many have 
been encouraged to do so by regulation of the diet 
and institution of the regimen for the management 
of ulcer. In many cases in which the ulcer can no 
longer be demonstrated by X ray examination, it is 
found at operation. Undoubtedly a certain propor- 
tion of malignant ulcers which might have been 
cured by operation, have been carried to inoper- 
ability because they were treated medically on the 
assumption that they were benign ulcers. It seems 
to me that the clinician who treats gastric ulcer 
non-surgically, must feel the responsibility of 
observing the patient almost continuously for 
several years. 

The results of radical surgery for cancer of the 
stomach depend very largely on the time of opera- 
tion. The bad results in the reported series up to 
the present time have largely been due to the fact 
that many of these operations were incomplete or 
were performed as palliative procedures when there 
was distant metastasis or too extensive local involve- 
ment. I believe that all ulcers of the stomach should 
be treated surgically, at least until some plan is 
developed whereby the benign can be distinguished 
from the malignant lesion. 


The operation must be one which includes 
thorough removal of the lesion and reestablishment 
of the gastric continuity. Gastro-enterostomy cures 
only a small proportion of benign gastric ulcers. 
Excision of the ulcer alone leaves a poorly function- 
ing stomach in more than a third of the patients 
and in some instances the stomach is entirely unable 
to empty. 

Up to the present time the best results at the 
clinic have been obtained by performing a wide 
excision of the gastric ulcer on the lesser curvature 
and accompanying this with gastro-enterostomy. 
The results in this group are among the most satis- 
factory obtained in operations on the stomach. In 
a very few instances there has been recurrence of 
the gastric ulcer, but there has not been an instance 
in which stomal or jejunal ulcer occurred following 
gastro-enterostomy and excision of simple gastric 
ulcer. 

We are just passing through the period in which 
subtotal gastrectomy has been used for treating 
ulcer. This operation was based largely on physio- 
logic principles and, as other surgical procedures so 
founded, it seems to me that it is doomed to failure. 
Subtotal gastrectomy for a large ulcer of the 
stomach, whether it is benign or malignant, is often 
indicated because it is the best technical procedure. 
At the clinic partial gastrectomy is performed in 
35% of the cases of gastric ulcer. Pylorectomy is 
often the best procedure if the ulcer is near the 
pylorus. If malignancy is suspected, a wide excision 
should be made. 

The results of the surgical treatment of gastric 
ulcer have been very satisfactory since the different 
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steps in the operation have been carefully worked 
out. The stomach fortunately has a large blood and 
nerve supply and heals readily, so that the immedi- 
ate convalescence is usually good. The great hazard 
is pulmonary complications. The patient with 
gastric ulcer is without handicap after the 
operation and is ultimately restored to normal. 
In a consideration of definite indications for the 
surgical treatment of duodenal ulcer, perforation 
comes first. It is agreed that in cases of acute per- 
foration operation must be performed immediately. 
In certain other cases there seems to be a chronic 
perforation or a slow leak or penetration of the 
duodenal wall; these can usually be recognized by 
the severity of the pain. If it is intense and requires 
an opiate for relief, I believe that surgical measures 
are the safest. A difference of opinion exists with 
regard to hemorrhage. In cases of duodenal ulcer 
hemorrhage is usually acute and sudden, without 
other signs or symptoms. Some of the European 
surgeons are inclined to believe that an emergency 
operation with resection of the stomach should be 
performed in case of acute hemorrhage and have 
quoted statistics to show that results from such 
treatment are better than have been obtained by 
conservative measures. My experience in these cases 
prompts me to follow the conservative plan, that is 
to keep the patient quiet with an occasional dose 
of morphine and to apply ice caps to the abdomen. 
Most patients will pass the emergency safely. I 
do not believe that transfusion and intravenous 


medication should be instituted hurriedly ; too often 
this results in a recurrence of the bleeding. I have 
not believed it necessary to operate because of one 
hemorrhage, since in many cases no subsequent 


hemorrhage occurs. If it does recur, surgical 
measures are definitely indicated and the operation 
should be of a type that removes the ulcer, because 
in a certain percentage of cases the hemorrhage 
recurs even after gastro-enterostomy. 

The indications for operative procedures in cases 
of chronic dyspepsia, the result of ulcer of the duo- 
denum, depend on several factors. The length of 
time symptoms have existed should be considered ; 
if they have been present for a long time operation 
should not be postponed, especially if the patient 
has had several periods of good dietary management 
and still continues to have trouble. If the symptoms 
have been present for a short time only and treat- 
ment has not been instituted, it certainly should 
be. There is plenty of evidence to show that ulcers 
heal spontaneously and also that dietary manage- 
ment started before the condition becomes chronic 
may result in complete relief of symptoms and 
probably in the healing of the ulcer. The age of 
the patient should be taken into consideration; a 
young person with a short history and mild symp- 
toms should be placed on a dietary regimen for a 
considerable period. The severity of the symptoms 
in any case will help to determine the plan to 
follow, because, if there is a constant tendency 
toward perforation or bleeding or severe gastric 
upsets that are not relieved quickly by diet, opera- 
tion is indicated. The patient’s nervous tendency 
and his nationality should also be taken into con- 
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sideration. Patients with a highly sensitive nervoys 
system do not bear any type of operation on the 
stomach well and the percentage of Jewish people 
with gastric and duodenal ulcer is high. The lesions 
are likely to be of a severe type and jejunal ulcers 
are prone to develope after any type of gastro. 
intestinal anastomosis. I believe that if the high. 
strung nervous patient can be kept even fairly 
comfortable with any form of diet and management, 
such treatment is indicated rather than surgical 
measures. 

All patients with duodenal ulcer should conscien- 
tiously try dieting before resorting to operation, 
since a certain number are undoubtedly cured by 
this treatment. Most of the patients are free from 
symptoms during the time they are under treat- 
ment. Perforation occurs very rarely during most 
rigid treatment. It is, however, a mistake to con. 
tinue dietary management if nothing is being 
accomplished and if the symptoms return with the 
least indiscretion. About 65% of the patients with 
duodenal ulcer who enter the Mayo Clinic, undergo 
operation. This implies that many duodenal ulcers, 
even though chronic, run a mild uncomplicated 
course, so that the patient may be treated and the 
operation deferred with the idea of eventually 
resorting to it if the results of treatment or the 
cooperation of the patient are unsatisfactory. 


Duodenal ulcer is a common disease. Between 
twelve and fifteen hundred patients thus afflicted 
are seen in the Mayo Clinie every year. Radio- 
graphic statistics show that duodenal ulcer is nine 
times as frequent as gastric ulcer. The average 
duration of the symptoms at the time of examination 
here is about nine and a half years. In most 
instances the onset is mild and intervals of relief 
are long. About 35% of the patients have typical 
complications, such as recurrent hemorrhage, vary- 
ing degrees of obstruction or perforation. A 
previous diagnosis had been made in only about 
37% of the patients. 


The results of surgical procedures on very obese 
patients with duodenal ulcer have not been satis- 
factory. I consider obesity, as well as active pul- 
monary tuberculosis, diabetes and serious renal and 
cardio-vascular lesions, contraindications to opera- 
tion. In certain cases patients with active tuber- 
culosis who were not doing well on a diet, were 
operated on with satisfactory results. Women, as 
a rule, cooperate better than men and the results 
of treatment are better. Medical treatment may 
sometimes be used as a so-called therapeutic test 
in making a satisfactory differential diagnosis. 
Surgery is indicated in the cases in which there is 
evidence of associated extragastric lesions. Many 
patients with duodenal ulcer have also cholecystitis 
with stones and appendicitis and for them surgical 
procedures are indicated without delay. In uncom- 
plicated cases, especially those of long standing, by 
virtue of personal choice, operation should be per- 
formed. Some of the patients reach the point where 
the diet is unbearable and others are unable to 
obtain or to follow medical management; these 
should also be operated on. 
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Just what is accomplished by the different forms 
of treatment in cases of duodenal ulcer will not be 
definitely known until more is learned concerning 
the etiology. The opportunity in the last few years 
to study the stomach and duodenum in cases in 
which resection or excision has been carried out 
may help in this respect. Much attention is being 
given to the inflammation in the stomach and duo- 
denum, both in association with ulcers and 
independent of any sign of ulceration. Undoubtedly 
these lesions may exist for a short time and then 
heal and leave a scar as the only evidence of any 
trouble. Many scars of healed duodenal ulcers are 
found at necropsy. Management and dietary regi- 
men undoubtedly accomplish the healing in some 
cases. Gastro-enterostomy results in healing, 
although not in every case. I do not believe that 
the present wave of enthusiasm for resection of the 
stomach for duodenal ulcer will last very long. 
Gastro-enterostomy is not an entirely satisfactory 
procedure since in a certain percentage of patients 
secondary ulcers form. The best type of operation 


for duodenal ulcer is one that removes the ulcer | 


and places the pyloric sphincter at rest. 


Unfortunately there are no accurate statistics to 
show the result of medical treatment of duodenal 
ulcer. As nearly as we can estimate, operation 
offers complete and permanent relief of symptoms 
in more than 90%. Operation is definitely indicated 
when medical treatment has failed after a fair trial 
and in all cases in which symptoms are severe, 
whether or not conservative treatment has been 
tried. Operation is not indicated if the history is 
short and the patient is doing well on medical 
management nor in the cases in which, because of 
associated lesions, operation is an extra hazard, if 
the patient can be kept reasonably comfortable on 
a diet. 


Summary. 


In the treatment of gastric ulcer the tendency is 
to be more radical. It is necessary to remove the 
ulcer in order to obtain satisfactory functional 
results and to avoid overlooking a malignant lesion. 
Removing the ulcer and maintaining satisfactory 
function is often best accomplished by excision and 
gastro-enterostomy. Removal of the pyloric part 
of the stomach together with the ulcer is being done 
more often. The reestablishment of gastro-intestinal 
continuity is best accomplished by the Pélya 
operation. 

The treatment of duodenal ulcer should be more 
conservative. Many duodenal ulcers heal spontane- 
ously. Dietary treatment and general management 
often help in the process of healing. In most 
instances medical treatment should be tried before 
operation is recommended, then if diet and manage- 
ment fail, operation should be undertaken with the 
idea of being as conservative as possible. The best 
operation, when it can be carried out, is to excise 
the ulcer and cap of the duodenum with the greater 
part of the pyloric sphincter. This can be done in 
a larger proportion. of the cases of duodenal ulcer 
than was formerly supposed. 





Gastro-enterostomy has resulted in cure of many 
of these patients and should be performed when it 
is impossible to mobilize the duodenum for excision 
of the ulcer. 

Radical operation or partial gastrectomy should 
not be performed for duodenal ulcer except in a 
small group of complicated cases. 

It is probable that jejunal ulcers will develope 
in the same proportion of the patients following 
partial gastrectomy as following gastro-enterostomy. 

Certain persons may be classified as “ulcer- 
formers.” Among such there will be a high percent- 
age of recurrence no matter what treatment is 
undertaken. So much has been said about secondary 
ulcers of late that one is probably inclined to feel 
that they occur much more often than they really 
do. 

While there is room for improvement in the treat- 
ment of gastric and duodenal ulcers, nevertheless 
the results obtained are very gratifying as a rule. 


ae 


CONGENITAL INSANITY AND TERATOLOGY: 


By W. A. T. Linn, M.B., B.S. (Melbourne), 
Pathologist, Victorian Lunacy Department. 


The Association Between Teratology and Congenital 
Insanity. 

Ir is difficult for those who have not made insanity 
a special study, to understand the rather com- 
plicated factors associated with the causation of 
congenital insanity. 

Congenital insanity is “insanity observed at 
birth or soon after” and is due to the fact that the 
parts which control intelligence, have either failed 
to develope properly owing to certain morbid fac- 
tors or have been destroyed by injury during the 
period of birth. It differs from acquired insanity 
in which the intellect controlling parts of the brain 
are present and in good order before the onset of 
the mental symptoms, but have become disorganized 
through being overstimulated or paralysed by a 
stress or number of stresses the nature of which 
may be psychic, toxic or the deprivation of some 
essential, such as oxygen or nutrition. The brain 
of a congenitally insane individual may be likened 
to a piano which has only a few strings here and 
there owing to defective construction, while the 
brain of the individual with the acquired insanity 
is like a piano the wires of which are all present 
but too slack, too tight or having some broken. The 
imperfection of musical production is present in 
both instances, but due to different causes. 


Terminology Employed. 


Much confusion to anyone commencing the study 
of this branch of psychiatry is due to the 
terminology employed. To _ distinguish from 
dementia which means “mind loss” in an individual 
who was formerly normal, the term amentia or 
“mind lack” was introduced to cover all those who 
are mentally defective on account of never having 

1 This thesis is founded upon clinical and post mortem exam- 


inations made upon patients received at the Idiot Cottages, Kew, 
during the period 1911 to 1928. 
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possessed in their complete development those 
parts of the brain which normally control the higher 
mental processes. The term amentia may be applied 
to those who have been normal up to a certain 
period of incomplete brain development, but who 
then become subjected to some morbid factor which 
prevents a continuance of further brain develop- 
ment, thus leaving the individual permanently at 
the mental age at which the interruption took place. 
These, however, are not strictly speaking suffering 
from congenital insanity that is “born with” or 
“existing at birth,” but for the purposes of treat- 
ment et cetera the two conditions are practically 
indistinguishable. Then again, another term, con- 
genital mental deficiency, is used to cover the con- 
genitally insane and the non-certifiable higher grade 
morons, but does not include all those with amentia. 
The terms idiot, meaning “unlearned” and imbecile, 
meaning “mentally or physically weak,” are also 
used in connexion with this branch of medicine. 
Thus the terms idiot, imbecile, amentia, congenital 
insanity and congenital mental deficiency, are apt 
to be indiscriminately applied to those insane who 
have never been normal. If it be fully appreciated 
that the brain at birth is not completely myelinated 
and that the development proceeds for months after 
birth, then this plurality of terms will cease to 
confuse. Another cause for confusion may be the 
fact that in the Idiot Cottages a few of the patients 
are suffering from acquired insanity, but because 
of their youth they have been sent to the Idiot 
Cottages to be away from the company of the 
adult insane of the mental hospitals. 

In the Idiot Cottages at Kew in January, 1928, 
patients with the following classes of juvenile 
insanity were domiciled: 

Congenital mental a 
epilepsy : 

Congenital mental deficiency enn 
epilepsy ; . 

Morons .. 

Mongol idiots .. 

Juvenile general paralytics 

Organic dementia 

Hydrocephalus 

Primary dementia 


Total 


The ages at the oonht of the first mental symptoms 
in these 323 cases are as follows: 


Onset at birth, 255 patients. 

Onset at four to six months, 14 patients. 
Onset at one year, seven patients. 
Onset at two years, ten patients. 

Onset at three years, four patients. 
Onset at four years, four patients. 
Onset at five years, three patients. 
Onset at six years, two patients. 

Onset at seven years, four patients. 
Onset at eight years, one patient. 

Onset at nine years, two patients. 
Onset at ten years, four patients. 

Onset at eleven years, two patients. 
Onset at twelve years, two patients. 
Onset at thirteen years, three patients. 
Onset at fourteen years, two patients. 
Onset at sixteen years, one patient. 
Onset at twenty-four years, one patient. 
Onset at twenty-nine years, one patient. 
Onset not stated, one patient. 


with 
9 


3, about 28-7% 


2, about 59-4% 
2, about 0-61% 
about 7:7% 
about 061% 
about 0°-31% 
about 0:61% 
about 1:85% 





It can be seen that a number of these are not 
congenitally insane. Many of the aments in this 
group owe their insanity to congenital syphilis or 
to those attacks of sudden onset which are so hard 
to identify from the description supplied by the 
parents. These attacks happen in most instances 
between the fourth and fifteenth months and are 
called by the parents “sunstroke,” “convulsions,” 
“infantile paralysis,,” “due to a fall” et cetera. The 
late Sir Frederick Mott stated in discussing 
hereditary syphilis: 

If the spirochete gains access to the cerebro-spinal 
cavity, the offspring die either before birth, at birth, or 
shortly after, within a year or two, the causes being given 
as convulsion, hydrocephalus or meningitis. 

Except for the fact that the aments under dis. 
cussion did not die, but became mental patients 
after these attacks just mentioned, there seems to 
be no difference between the histories of the con- 
genital syphilitics referred to in the Archives of 
Neurology and Psychiatry and the aments in this 
series. 


The Pathology and tiology of Congenital Insanity 
Similar to That of Teratology. 

The mental symptoms in congenital insanity 
depend upon the degree of brain defect present in 
each individual patient and the care of the con- 
genitally insane is on the whole a combination of 
occupational and infirmary treatment, regulated 
by the grade of mental deficiency and physical 
disease present, but the variety of the ascribed 
causes and sometimes the apparent absence of any 
cause whatsoever, make the understanding of the 
etiology and pathology of the subject very difficult. 


The object of this paper is to show that the study 
of the etiology and pathology of this admittedly 
perplexing subject can be made much easier if con- 
genital insanity be investigated in the same manner 
as teratology. 

Embryology is defined as the study of the normal 
phenomena of development within the uterus and 
ovary before birth and teratogeny or the production 
of abnormalities and monsters is development in 
disorder. 

Congenital insanity also is due to disordered 
development of the brain, in this manner resembling 
teratogeny, but whereas teratogenesis ceases before 
the onset of labour, the factors which produce con- 
genital insanity may act during the period of birth 
and the neonatal period before the myelination of 
the brain is completed. ; 

In congenital insanity and teratogeny the morbid 
factors responsible for the resultant pathological 
changes may affect the developing organism during 
the following periods: 


1. Ancestral (family tree influence). 

2. Germinal (preconceptive)—in the bodies of the 
parents. 

3. Germinal (postconceptive)—supposed to com- 
mence about three and a half days after coitus. 

4. Embryonic (commences one week after impreg- 
nation and lasts six weeks). 
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5, Foetal (commencing seventh week, lasting till 
pirth) and in addition, so far as congenital 
insanity is concerned, during the periods of birth 
and early infancy (the neonatal period) up till the 
time the brain is equipped by myelination for 
normal mental processes. 


Ancestral Heredity—tIn ancestral heredity the 


developing organism is subject to the influence of 
that kind of inheritance which is wrapped up in 
the chromosomes of the parents and which conforms 
to the Mendelian law of numerical proportion. 
Syndactylism is an example of this type of heredity 
which differs from the type of “disease inheritance,” 
to be discussed later. Great mental talent and 
small mental capacity are also ancestral in 
inheritance and are both recessive. ‘?) 


Germinal (Preconceptional).—Disease inherit- 
ance, the other type of heredity, does not follow 
the Mendelian law and it is not a chromosome 
inclusion. Investigators have discovered that high 
temperatures, strong light and toxic substances, 
such as quinine, alcohol, lead and bacterial toxins, 
when applied to the embryos of lower forms of life, 
will produce monsters and abnormalities. It is 


only reasonable to expect that the same toxins will 
have a deleterious effect upon the human sperm and 
germ in the preconceptional germinal period. The 
study of histories obtained from investigations of 
congenital insanity indicates that such is the case. 
(The discovery that artificial incubation of chicks 
produced abnormalities and monsters induced the 


first experimental production of monsters.) ) 


Germinal (Postconceptional).—In the postcon- 
ceptional period of the germinal stage any morbid 
environment will probably produce abortion. 


In passing, it may be advisable to caution against 
confusing the terms hereditary and congenital. 


Embryonic Stage—In the embryonic period the 
development of the organism is mainly organogenesis 
and consequently the grossest forms of monsters 
and abnormalities are created when morbid factors 
affect the developing individual during this period. 
During the short five to seven weeks of the embryonic 
period the whole architecture of the complete human 
pattern is laid down, resulting in the embryo of the 
seventh week being an epitome of the adult. Thus 
the maximum of disfigurement of the developing 
organism will occur if it is assailed by a morbid 
factor at this period. It is considered by authorities 
on teratology that disease of the amnion is 
responsible for the abnormalities of this period 
through adhesions of the amnion pulling and 
constricting the developing embryo. 


Fetal Stage—As the embryonic stage produces 
the grossest malformations which usually do not 
survive birth, so the fetal stage produces most of 
the lesser maldevelopments which permit the 
individual to survive birth. During the period of 
foetal existence there takes place a completion of 
the structures, the architecture of which has been 
already laid down .in the embryonic stage, conse- 
quently the deformities produced during the fetal 





stage are not so disfiguring as those in the former 
period. For the same reason it is those parts which 
are still undergoing completion, such as the brain, 
skin, generatives and skeleton that suffer most from 
morbid influences applied at this time. It is during 
the foetal period that the fissures of the brain are 
laid down, the brain being still incompletely 
developed till months after birth, so that it is pos- 
sible for a hopelessly inadequate brain to be present - 
in a newly born child which from external appear- 
ances appears to be morphologically normal. Only 
the history of the case will decide whether any 
abnormality in the pattern of the brain, which is 
the commonest pathological finding in the brain of 
the congenitally insane, is due to a morbid factor, 
such as maternal ill-health applied at this period 
or to an ancestral influence showing up when 
normal fissuration should have taken place. 

In all probability the same morbid factor which pro- 
duces malformations in the embryonic stage will produce 
disease in the fetal stage or adult organism.“ 

In the fetal stage the placenta holds the same 
position in regard to malformations that the amnion 
did in the embryonic period. Those diseases of the 
mother which the placenta allows to pass into the 
foetal circulation, produce the same diseases in the 
foetus, only modified by the environment of the 
amniotic fluid. Such diseases will account for 
abnormalities in the later developing parts of the 
body. 

It has been mentioned that the pathology of the 
embryo is the production of monsters and 
deformities and the pathology of the fetus is that 
of diseases or nosology causing defects only in those 
parts which are not completely developed. It is 
probably true that the maximum effect of morbid 
factors in the germinal and embryonic periods 
causes death and abortion of the organism or the 
production of monsters which cannot survive birth, 
unless like Meckel’s diverticulum the abnormality 
does not interfere with the health of the organism. 
It is also probably true that it is only those 
organisms survive which owe their abnormality 
to morbid factors acting upon the undeveloped parts 
during the fetal stage. 

The Undevelopment of Later Developing Parts of the 


Body, such as the Brain, May Not Affect the General 
Appearance of the Congenitally Insane Newly Born. 


The fact that the new born idiot child is so like 
the normal baby in external appearances shows that 
the morbid factor present has exerted its influence 
only upon the parts of the body which are completed 
late in the process of development, such as the 
brain, skin and generatives. If the earlier develop- 
ing parts had been affected in the embryonic stage, 
the deformity would have been obvious at birth. 


Brain Development Affected by Defective Growth of 
Other Parts. 

Certain foetal organs are inactive, but the heart, 
liver, thymus, thyreoid and suprarenals are active 
and any abnormality of any of these structures 
whose integrity is essential to normal growth and 
development of the organism will cause congenital 
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mental deficiency. The cretinous idiot is an example 
of this. 


The Birth Period. 


During the birth period the morbid factors 
responsible for congenital insanity are the injuries 
caused by forceps or the resistance of the maternal 
parts, the compression of the skull causing 
hemorrhages and destruction of the brain tissue. 


The Neonatal Period. 


The morbid factors which produce mental defect 
in the neonatal period by their destructive action 
upon the incompletely myelinated brain, are difficult 
to ascertain, as has been mentioned before in con- 
nexion with the question of inherited syphilis. It 
is a definite clinical fact that certain cases of 
mental deficiency (amentia) are caused by some 
sudden illness between the fourth and fifteenth 
months, which checks all further education and 
leaves the victim mentally deficient. Although the 
normal child at birth is practically a spinal animal 
owing to the incomplete myelination of the cere- 
brum, yet in ordinary conditions it acquires intel- 
ligence as these parts become myelinated. In the 
event of these incompletely developed parts being 
rendered defective after birth through disease, mal- 
development or injury, the result is that type of 
mental deficiency called amentia. 


The Importance of Locality upon the Results of 
Teratism. 

In teratogeny, as it is in congenital insanity, the 
locality of the abnormality is of supreme import- 
ance. In teratogeny a Meckel’s diverticulum is not 
such a serious abnormality as a congenital heart 
lesion. Manifest abnormalities, such as hare lip, 
excite interest, while the hidden abnormalities, 
such as the horseshoe kidney, the dermoid of the 
ovary and the Meckel’s diverticulum, because they 
give rise to no symptoms, remain unsuspected. 
When a concealed abnormality in the brain is 
present, as in congenital insanity, the mental symp- 
toms at once indicate its presence. Thus the 
individual with the teratism of the bowel or kidney 
may occupy a useful place in society, while the 
individual with the teratism in the brain becomes 
a burden upon the State. It can be seen from this 
that it is only the locality of the abnormality which 
determines the difference between a case of teratism 
and a case of congenital insanity. 


The Fate of Congenital Abnormalities. 


Examples of the grossest defects in the intellect 
controlling parts of the brain, such as anencephalic 
monsters, are born dead or die at birth. Others with 
less gross defects, such as encephalocele, die from 
the results of delivery which is difficult owing to 
their shape. Such unhuman looking monsters as a 
rule do not survive many hours after birth and it 
is a striking fact that, except for cleft palate, hare 
lip, club foot et cetera, manifest departures from 
the normal are not commonly seen in the community, 
although surgeons during operations and those con- 





ducting routine autopsies frequently find a concealed 
diverticulum of the bowel, a horseshoe kidney or a 
dermoid cyst. All the evidence goes to show that 
the congenital insane are practically monsters 
which have been able to survive birth, although 
at the time of birth they were not much different, 
if at all, so far as external appearances are con- 
cerned from a normal baby. In other words, they 
are teratological specimens just as much as the 
woman with the dermoid cyst or horseshoe kidney, 
with this difference only, that in the case of the 
congenitally insane the organ affected directly or 
indirectly is one whose integrity is essential to the 
normal intelligence. 

Any recently born baby which has been subject 
to the manipulation inseparable from a difficult con- 
finement looks the worse for wear for a little while 
after birth and unless there is absence of the 
instincts to suck or cry, the medical man in attend- 
ance never doubts but that when the effects have 
worn off, the baby will develope into a normal child 
with the usual intelligence. For this reason many 
defective children are undetected until some time 
after birth, when the failure of other mental pro- 
cesses to develope attracts attention or certain 
stigmata (points) indicating abnormality become 
more pronounced. It is these stigmata which make 
the congenitally insane look different from the 
normal. 


Stigmata and Deformities in Congenital Insanities. 


In an asylum for idiots there are to be seen many 
deformities of the limbs besides awkwardness of 
gait which no doubt have given rise to the popular 
belief that two-headed and three-legged individuals 
(conditions incompatible with continued existence 
except in rare historical recorded instances) are 
housed in these places. The contractures and 
deformities seen in these institutions may owe their 
origin to the birth injury, cortical sclerosis et 
cetera which have caused the destruction of the 
intellectual controlling parts of the brain or they 
may be independent associated abnormalities, such 
as club foot. 

A single stigma in an individual does not neces- 
sarily indicate mental defect. It is the plurality 
of stigmata which is significant. Stigmata may be 
divided into those present at birth and those which 
are noticed only as the child grows older. As 
instances of the former the fusion of the lobe of 
the ear to the cheek or the epicanthal fold of the 
mongol idiot may be cited. As an example of the 
later developing stigmata, the fissuration of the 
tongue, the dwarf stature and peculiar physiognomy, 
commonly described as “degenerate looking,” may 
be quoted. The study of the grosser forms of 
uncouthness of body (or gross stigmata) comes 
under the science of teratology which deals with 
abnormalities and monsters. 


As morbid factors acting upon the developing 
organism are the common origin for monsters, 
abnormalities, stigmata and the conditions of the 
brain which cause congenital insanity, a study of 
the stigmata found in -congenital insanity will 
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explain some of the clinical signs found eon 
examination, 
Degenerate Appearance. 

The first stigma which arrests the attention is the 
physiognomy which is termed degenerate. This 
degenerate appearance is due to the unusual shape 
of the face and the head and the term is sometimes 
extended to include the clumsiness of the whole 
body. The abnormal shape of the face is due to the 
undevelopment of those finer muscles which indicate 
the tone of feeling or emotion accompanying every 
thought, and also to the abnormal size and shape 
of the head. The abnormal size and shape of the 
head are due to the contained brain which varies 
in size according to whether it is undeveloped or 
abnormally large as in male epileptics and hydro- 
cephalics. Because it covers a face moulded by a 
want of ethical and intelligent expression the smile 
of the congenitally insane is a leer. The emotions 
shape the face in all individuals. When there is a 
fatalistic temperament, as in the Chinese, the facial 
muscles have a characteristic expression. The 
description of “he has a poker face” applied to the 
cultivated expression adopted to hide one’s feelings 
is well known. Some faces have an ancestral shape, 
such as the Hapsburg lip or the Hebrew nose, which 
cannot be regarded in the same light as the acquired 
austere expression of the judge or the prison mask 
of the long sentence convict. 

The primitive desires for food and acquisitiveness 
predominate in the mind of the congenitally insane. 
This is the result of the poverty of the supra- 
granular layer of the cortex which governs educa- 
tion, while the subgranular layer which governs 
organic and instinctive activities, is unimpaired. 
When this type of face is combined with a skull 
which is either asymmetrical, abnormally small or 
large, the result is the stigma termed “degenerate 
facies.” The face with the small facial angle, the 
prognathous jaw and the absence of the chin, a 
feature which is peculiar to man, all give the 
degenerate appearance. Some very young idiot 
children have an angelic expression, but when they 
grow older, the baby innocence is replaced by the 
degenerate expression of the poorly mentally 
equipped. 

It is an interesting fact that “the infant of the 
anthropoid apes resembles the human being much 
more closely than does the adult whose charac- 
teristic animal features are more and more evident.” 
The reasons are the same. The growth of both the 
imbecile and ape mind is purely upon animal lines. 
Mankind unconsciously regards with distaste any 
facial expression in a human being which reminds 
one of the lower animals. The degenerate facies 
may be thus regarded as one of the late stigmata 
of congenital insanity. 


Dwarfism. 


Another peculiar feature of the congenitally 
insane is that they are as a rule undersized or 
actually dwarf. In 1913 an investigation was made 
concerning the incidence of dwarfism amongst the 
Taking 


insane, Robert’s “Manual of Anthro- 









pometry” as a guide, everyone who had reached the 
age of twenty-five years and did not measure.more 
than 145 centimetres (four feet ten inches) male 
and 127-5 centimetres (four feet five inches) female 
was regarded as an absolute dwarf. The results 
were as follows: 

Acquired insanity, 500 males, no dwarfs; 480 
females, no dwarfs. 

Congenital insanity, 175 males, one ateliotic 
dwarf, forty-six years old, 131-25 centimetres (four 
feet four and a half inches) high; 148 females, one 
cretin, aged forty years, 130 centimetres (four feet 
four inches) high, one epileptic, aged twenty-six 
years, 125 centimetres (four feet two inches) high, 
one epileptic, aged twenty-six years, 128-75 centi- 
metres (four feet three and a half inches), one 
idiot, aged forty-four years, 120-5 centimetres (four 
feet one-quarter inch) high. 

The above were actual dwarfs but the congenit- 


‘ ally insane of all ages were undersized or dwarfish. 


On the other hand, in the acquired insanities there 
were no dwarfs and dwarfism was not more than 
in normal individuals. e 

The factors causing dwarfism are very similar to 
the factors causing congenital insanity. According 
to Kundrat (Eugenics Laboratory Mémoires) the 
causation of dwarfs is as follows: : 

1. Ethnic dwarfs, for example Pigmy races, 
Japanese, 

2. Pathological conditions affecting: (i) The 
inherent disposition of all humans to grow; (ii) 
interuterine development; (iii) growth in infancy 
and childhood. 

3. Inheritance of syphilis, plumbism, alcoholism 
and other morbid factors. 

In the stock amongst which the investigation took 
place there are no racial dwarfs, so the influence 
of racial dwarfism amongst the insane can be 
excluded. The other factors given by Kundrat as 
a cause of dwarfs are the same which produce 
teratism and congenital insanity. Thus the associa- 
tion between teratology and congenital insanity 
receives additional confirmation. 


Other Examples of Teratism Associated with Teratism of 
the Brain. 

The skin also furnishes many examples of 
stigmata,, As both the brain and the skin are 
epiblastic in origin and arrive at their complete 
state of development late in gestation, it is not 
surprising that persistent lanugo, hypertrichosis 
and other abnormalities of the skin and its append- 
ages are common in the congenitally insane. The 
pathology of the condition called epiloia is the 
association of a skin disease called adenoma 
sebaceum, tuberose sclerosis of the brain and 
peculiar growths in the kidneys. (The skin, brain 
and certain parts of the kidneys are epiblastic in 
origin). Brushfield, of the Fountain Hospital, 
London, reports a syndrome of hemiplegia, idiocy 
and cutaneous nevi. 

Many other stigmata in the scalp, ears, palate, 
tongue, teeth, fingers, toes et cetera are met with. 
The generative organs may show hypospadias, 




















610 


double vagina, uterus didelphys or complete absence 
of testicles. These are all terata, although referred 
to as stigmata. 

The effect of morbid factors upon the developing 
brain varies from gross abnormality, such as the 
failure of the hemispheres to divide, porencephaly 
et cetera, to simple deficiency in the prefrontal area. 
In all cases the deficiency of the supragranular 
layer of the prefrontal cortex is the microscopical 
picture. 

Uncertifiable Congenital Insanity and Chronic Toxeemias 
in the Parents are the Most Important Factors in the 
Production of Congenital Insanity. 

Although the children of congenitally insane 
parents are usually congenitally insane (as when a 
home kept female imbecile is seduced) it is not 
often that certified congenitally insane have 
children. There are, however, a number of parents 


of the patients received into the Kew Cottages who . 


are morons and almost imbeciles. This demon- 
strates the ancestral type of heredity before 
mentioned and. the families of these phyletic 
degenerations, through lack of self control so 
evident in the mentally deficient, fall victim to 
drunkenness, venereal diseases and other products 
of vice. 

Acquired insanity in the parents does not seem 
to contribute in any extent to the causation of 
congenital insanity, unless it is aggravated by some 
other factor, such as syphilis. 

In an investigation of the heredity charts of 
one hundred and fifty patients at the Kew Cottages 
the following results were obtained :‘ 

Insanity in family (acquired and congenital ).— 
Father 33%, mother 53%, grandparents 4%, 
collaterals 16-6%. 

Also from three hundred and twenty-four histories 
obtained at Kew Cottages in 1927: 

Insanity in family (acquired and congenital) .—- 
Father 15%, mother 7%, grandparents 3:3%, 
collaterals 16-6%. 

Also from three hundred and thirty-two post 
mortem records spread over fifteen years: 

Insanity in family (acquired and congenital) .— 
Father 21%, mother 6%, grandparents 0-6%, 
collaterals 93%. 

These three series of figures show that certifiable 
insanity, whether it be of the acquired or gongenital 
type, is not a potent factor in the production of 
congenital insanity, although uncertifiable mental 
disease in the parents is frequent. Diseases such as 
tuberculosis, inebriety and general poor health 
figure largely in the heredity charts of the con- 
genitally insane. The results obtained by these 
investigations tally with the results of experimental 
teratogenesis upon the early stages of development 
in lower forms of life and where the question of 
mental disease is not involved. Quite independent 
of hereditary influences these experiments produced 
varieties of malformations in the same manner as 
morbid factors in the absence of (ancestral) 
hereditary influences produce those developmental 
defects in the brain which are responsible for the 
congenital insanity. 
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Summary. 
Thus the situation may be summarized: 


1. The cases of mental deficiency which date the 
onset of mental symptoms from those indifferently 
described illnesses which take place suddenly from 
about four to fifteen months after birth, are unques- 
tionably the result of some pathological condition 
(syphilis suspect) which irretrievably destroys the 
brain tissue essential to the further mental 
development of the child. 

2. There is no doubt that birth injuries do cause 
congenital insanity, but the lack of reliable informa- 
tion concerning the confinement and the length of 
time which elapses before the brain comes to the 
pathologist, make it difficult to confirm or disprove 
the history supplied by the parents. The patho- 
logical changes found years after a birth injury 
are those of destroyed brain tissue with compensa- 
tory external hydrocephalus, conditions which are 
common to practically all destructive lesions of the 
brain, whether they be of birth or any other period. 

3. Congenital insanity may be caused by inherited 
diseases or other morbid factors acting during the 
periods of embryonic or fetal existence. The 
heredity charts indicate that ill-health in the 
parents is transmitted through the germ and sperm 
to produce congenital insanity in the offspring, 
although the ill-health in the parents is only an 
acquired character. In respect to this, Sir Frederick 
Mott stated :™ 


It may be a biological heresy, but it is firmly rooted in 
the mind of the majority of practising physicians that a 
chronic blood poisoning (especially when occurring in 
successive generations) produced by the racial poisons 
alcohol, syphilis and tuberculosis, can per se cause 
degeneracy in a healthy stock by a pathological mutation 
of the germ plasm which can be transmitted. Biologists 
say that you are assuming that an acquired character 
can be transmitted and you must prove that the poison 
is not acting upon the individual by reviving a latent 
neuropathic taint. 

This chronic toxzemia can produce monsters and 
abnormalities in other parts of the body (compare 
Ballantyne, “The Embryo,” page 656) independent 
of any neuropathic taint, so why not in congenital 
insanity in those cases where there is no neuropathic 
taint to revive? 

4, A small proportion of the congenitally insane 
show direct inheritance from parents who were cer- 
tifiable as suffering from insanity, either acquired 
or congenital. Unfortunately the knowledge of the 
subject is not sufficiently complete to do more than 
counsel eugenics and contraceptive measures in a 
family where mental deficiency and chronic ill- 
health appear with any great frequency. In some 
cases the idiot child is a bolt from the blue. When 
there is the history of a sequence of abortions 
followed by a stillborn, the next child will frequently 
be an idiot. There are many such charts which 
exemplify this. All through the pathological study 
of congenital insanity, the presence of abnormal 
toughness of the organs similar to syphilis and yet 
lacking the confirmatory tests for syphilis, appears 
with great frequency. 

5. If injuries to the brain received during the 
birth period and destructive brain diseases of the 
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early months of life before the brain myelination 
is complete be accepted as morbid factors acting 
upon the developing organism, then the whole 
subject of the etiology and pathology of congenital 
insanity must be accepted as being similar to the 
etiology and pathology of teratology. 


Clinical Records. 


The following records have been selected to 
demonstrate the association between congenital 
insanity and teratology. 

CasE I. A male idiot without epilepsy did not yield a 
reaction to the Wassermann test. His age at death was 
one year. The weight of his brain was 1,008 grammes. The 
liver was tough. Fetal lobulation was present in the 
kidneys. There was no sign of any testicles. Cholesterin 
cysts were present in the chorioid plexus; dilatation of the 
ventricles and general wasting were found. There was an 
exostosis of the crista galli. An idiot brother died of 
meningitis at three and a half years of age. The mother 
and father are first cousins. The mother is “queer,” 
the uncle insane. The family sequence is as follows: 
Three miscarriages, a brother idiot, two miscarriages, a 
sister with prominent forehead, and the patient. 


Case II. A male idiot with epilepsy was aged five at 
death. The weight of his brain was 730 grammes? The 
liver was tough. He had a degenerate facies. Single horse- 
shoe kidney was present. The angle between the thumb 
and fingers was very wide. The head was microcephalic, 
the pia adherent and milky, the ventricles dilated and the 
pattern poor. The patient had never walked. 


CasE III. The patient was a female, mentally deficient 
without epilepsy. The weight of her brain was 532 
grammes as against the normal for that age of 1,035 
grammes. She was a dwarf. Lanugo was present all 
over her body, talipes was present. The gyri were hard 
_ — The pattern was abnormal and the ventricles 
dilated. 


Case IV. A male, congenitally deficient with epilepsy, 
gave a positive response to the Wassermann test. He was 
nine years of age at death. The weight of his brain was 
1,190 grammes as against a normal weight of 1,301 
grammes. Long hair was present all over his body, he had 
malformed ears. The kidneys were lobulated and testicles 
were absent. The limbs were contracted. The brain 
pattern was abnormal, heterogyria was present and the 
ventricles were dilated. The birth had been a dry one, 
no amniotic fluid being present. The mother took a chill 
a month before the birth of the patient. The grandmother 
was insane. 


CasE V. A male idiot without epilepsy, aged ten years, 
had a tough liver. The kidneys were of a stony hardness. 
Hare lip and cleft palate were present and fetal lobulation 
was found in the kidneys. Convolutions of the brain were 
wasted, the ventricles were dilated, the pattern was 
abnormal, the ependyma of the fourth ventricle was 
granular. The mother died insane from syphilis, a 
maternal uncle was insane. 


CasE VI. A female idiot without epilepsy was aged 
twelve years at death. The kidneys were of a stony hard- 
ness. The liver was tough. The uterus was bicornuate. 
An abnormal convoluted pattern was present on the brain 
and the ventricles were dilated. The child next to the 
patient was still-born. 


Case VII. <A female, congenitally mentally deficient 
without epilepsy, was twenty-one years of age at death, 
but looked six years of age. She had a persistent thymus. 
No secondary sex manifestations were present. The 
cerebellum was small and sclerosed. A large cisterna 
magna was present. She had some illness at seven years 
of age after which no further development occurred. 


Case VIII. A male, congenitally mentally deficient, 
died at twenty-three years of age. The kidneys were of a 
stony hardness, the’ liver was tough with a marbled cap- 
sule. The thyreoid was inactive. A healthy appendix was 











found in the gall bladder region. The brain pattern was 
abnormal. The cornu ammonis was hard, the ventricles 
were dilated, the convolutions were small. Brain weight 
was 1,085 grammes as against a normal weight of 1,333 
grammes for the same age. 


Case IX. The patient was a male congenital defective 
without epilepsy. He had a very large thyreoid gland. 
The spleen, liver and kidneys were tough. The arch of 
the aorta was atheromatous. He was thirty-seven years 
of age and his weight was 111 kilograms (seventeen stone 
eight pounds). He had a prognathous jaw, ape-like hands 
with short fingers and long metacarpals. The testicles had 
not descended. The brain pattern was abnormal. There 
was a very small prefrontal area. 


Case X. A male mongol idict, aged thirty-eight, gave 
no response to the Wassermann test. The kidneys and liver 
were tough. Hypospadias, Meckel’s diverticulum and 
classical stigmata of mongol idiocy were present. The 
brain weighed 1,180 grammes as against 1,364 grammes as 
normal for the same age. The patient is the fifth in the 
family, the last being normal and the second hydrocephalic. 
The maternal uncle is dumb. 

Case XI. A female, congenitally mentally deficient, was 
aged thirty-one years at death. The brain weight was 924 
grammes as against a normal weight of 1,220 grammes. 
The liver and kidneys were tough. Talipes was present. 
The features were degenerate. The head was small. The 
falx cerebri was ossifying. Wasting of gyri on the right 
posterior pole and left hemisphere was found. 

Case XII. A female patient suffered from epiloia. She 
was thirty-five years of age. The spleen and liver were 
tough and the capsule marbled. There was adenoma 
sebaceum in the skin and the brain manifested hyper- 
trophic sclerosis of the cortex and “candle guttering” 
appearance in the ventricles was found. The mother is 
mentally affected. 


References. 

© Frederick Mott: Archives of Neurology and Psychiatry, 
Volume V, page 14. 

® Feldman: “Antenatal Pathology,” page 64. 

® Ballantyne: “The Embryo,” Chapter 12. 

® Ballantyne, Ibidem, Chapter 1. 

ow. A. T. Lind: “Pathologists’ Report,” Victorian 
Lunacy Department, 1913. 

ow. A. T. Lind: “Attiology of Congenital Mental 
Deficiency,” Tue Mepicar JouRNAL or AUSTRALIA, October 
14, 1926, page 313. 

© Frederick Mott: Archives of Neurology and Psychiatry, 
Volume VI, page 98. 


eer 


NEW ZEALAND: INFANT MORTALITY RATES AND 
STILL-BIRTHS.* 





By Matcorm Fraser, 0O.B.E., F.S.S., 
Government Statistician, Wellington, New Zealand. 





In recent years considerable attention has been 
directed to infant mortality rates in all countries 
and to the need for recording and tabulating still- 
births as being part of the same problem. Still- 
births are being recorded more or less fully in an 
increasing number of the principal countries. In 
New Zealand since March 1, 1913, the law has 
required the registration of still-births and we now 
have an accurate count of the number of still-births 
for a considerable period. From the annual report 
of the International Institute of Statistics, where 
still-birth rates per thousand births are given with 





1 Read at the Nineteenth Meeting of the Australasian Associa- 
tion for the Advancement of Science, Hobart, January, 1928, 
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the definition of still-births followed in each case, 
it is clear that a very wide disparity exists as to 
the treatment of still-births. In most countries a 
still-born child is taken to mean one born after the 
twenty-eighth week of pregnancy and which was not 
alive at time of issue. In some countries, however, 
for example France and Belgium, a child is counted 
as still-born, if it dies before registration which may 
mean within three days of birth. 


In New Zealand the definition followed is: 


A still-born child is one which has issued from its mother 
after the expiration of the twenty-eighth week of pregnancy 
and which was not alive at the time of such issue. 


Infant mortality rates are computed by taking 
the number of deaths of infants under one year of 
age per thousand births in the same year. This, 
of course, is not strictly perfect, since a number of 
the deaths will have been among those born in the 
previous year, while some of those born will be 
among the deaths of the following year. Since, 
however, these matters tend on the whole to counter- 
balance one another, the result is approximately 
near enough and in any case it is the uniformly 
accepted practice. Still-births are neither included 
as births nor as deaths, but kept entirely separate. 
In view, therefore, of the difference in practice 
referred to, what is counted as a still-birth in one 
country, is counted as a live birth and a death in 
another country. Consequently the comparability 
of infant mortality rates as between the various 
countries is greatly affected by the definition of 
still-birth adopted. For instance if in New Zealand, 
as in France and Belgium, the deaths of infants 
occurring within two days of birth were to be 
treated as still-births and excluded from the com- 
putation of the infant death rates, these rates for 
the past five years would be very considerably 
affected as will be seen from Table I. 


TABLE I, SHOWING ErFectT ON DEATH RATES OF TREATING AS 
/STII-BORN INFANTS DYING WITHIN: ‘Two Days OF BIRTH. 


| Deaths of Infants 
Deaths of Infants | Over Two Days Old 
Under One Year and 
per Thousand Births. | Under One Year 

| per Thousand Births. 








1922 
1923 
1924 
1925 
1926 











Average of quinquennium .. 





These figures indicate how closely the neonatal 
deaths and still-births are related and how the 
definition and classification of the latter affect 
infant mortality rates. But as will be seen later, 
premature birth which is the principal cause of the 
deaths occurring in the first two days, is also the 
cause of death at other periods of the first year of 
life. In the second, third and fourth week over 
30% of the deaths are classed as due to premature 
birth. At present an infant born alive at seven 
and a half months and dying say within two weeks 
after birth is counted as a birth and a death, 
but an infant still-born at eight and a half 





months is not included either as a birth or 
death. Thus from a little consideration of 
these facts it will be obvious that the line of 
demarcation between still-births and infant deaths 
is not satisfactorily defined by the point of time 
of birth. Account should be taken of the intra- 
uterine age of the fetus. The object of this paper 
is to draw attention to this point and to suggest 
that if the true incidence of infant mortality rates 
is to be obtained, either still-births should be 
included in the computation of the mortality 
rates or note should be taken of the intra. 
uterine age and _ two classifications made. 
All full time live births should be included 
in the computation of infant mortality rates, while 
all births of infants born prematurely should be 
classified separately with still-births and _ have 
separate mortality rates computed for this class. 

In the first column of Table II I have shown 
the New Zealand infant mortality rates from 1886 
to 1926 and it will be seen at once that there has 


TABLE II, SHowine Rates IN NEw ZEALAND PER THOUSAND 
BirtHS OF DEATHS OF INFANTS UNDER ONE YEAR, ONE ‘0 
TWELVE MontTHSs, UNDER ONE MontH, UNDER ONE YEAR AND 
STILL-BmrTus, STiLt-BirTHS AND UNDER ONE MONTH TOGETHER 
WITH STILL-BIRTHS FOR THE YEARS 1880 To 1926. 


| 





Deaths of Deaths of 

Deaths of | Infants Infants 
Infants | Under 
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per 
Thousand 
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Under Births. | Total Thousand 
| Births. Total 
Births. 
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been a steady and satisfactory decline, particularly 
during the last twenty-five or thirty years. In the 
second and third columns an analysis is made of 
the first column into two periods: (i) deaths of 
infants during the first month and (ii) deaths of 


| TABLE III, SHowinG LeGiriMATeE BirtHs, First BIRTHS AND 


infants between one month and twelve months. | 
These clearly show that practically all the improve- | 


ment has been effected in regard to infants over 


one month and under twelve months, while the , 


rates for deaths of infants under one month have 
been practically unaffected; they have remained 
fairly constant over the whole period since 1880. 
True, a slight improvement in the latter is shown 
for the last few years of the period, mainly due, 
I believe, to the increased attention directed to 
the prebirth care of the mother—Karitane Hospital 
work et cetera. 


Now it is only since March, 1913, that the law 
in New Zealand has required the registration of 
still-births and consequently we have a record of 
them only since that year. Column five of the 
table shows the rates for still-births per thousand 
live and still births from 1914 onwards. It will be 
noted they have shown a considerable and steady 
increase, the rates for 1926 being 28-97% higher 
than those for 1914. The fact that still-births appear 


to be on the increase is something to give rise to | 


serious thought. In looking round for some explana- 
tion of the increase shown two causes may be 
mentioned as contributing thereto. In the first 
place there is the increase over a long period, coin- 
cident with a declining birth rate, in the proportion 
of first births in the total births. See Table II, 
in which the numbers of legitimate live births, first 
births and still-births are shown with proportions 
of each of the last two to the first. It is well 
recognized that the percentage of still-births among 
first births is greater than among subsequent births. 
For the years 1923 to 1926 the percentage of still- 





births to living births was 4-08 for first births as | 
against 3-09 for all births. The percentage for the | 
first six in order of nativity are as follows: First | 


4:08, second 2:01, third 2-12, fourth 2-64, fifth 3-38, 


sixth 3-77. In the second place increased attention | 
is given to the prebirth care of the mother, previ- | 


ously referred to. It has been found that over a 
large number of patients treated at our Saint 


Helen’s State Maternity Hospitals during the last | 
few years a considerable number of pregnancies | 
which previously would have resulted in miscarriage, | 
have with the earlier care and treatment now | 


afforded lasted longer and have resulted in a still- 
birth. 

Were still-births included in the computation of 
infant mortality rates, as indeed I think they should, 
the position would be very considerably affected, as 
shown by the rates given in Column 4 of Table IT. 
The rate for 1914 would be 73-58% instead of 51-38% 
and for 1926 it would be 68°74%. instead of 39:76%c. 
Instead of showing a reduction from 1914 to 1926 
of 22-62% the reduction would be only 6:56%. If 
the rates for deaths under one month, as shown in 
Column 6 of Table II, are taken, the effect, of 
course, is still more striking. Instead of a rate of 





Stit-BirtTHs IN NEw ZEALAND FOR Periop 1914 To 1926. 











| | Percentage | Proportion 
| Total | | Proportion | of 
Total | Legitimate | Total of H po peed 
Year.| Legitimate | “Living | Legitimate | Legitimate  Still-births 
iving | First | Still-birthe. | Living Total 
Births. | Births. | | “First | Legitimate 
| | | Births | Living 
| to Total. Infants. 
| B Cc 
A B Cc tet = 
A A 
1914 26,686 7,688 | 680 28-62 2-36 
1915 26,409 7,452 | 678 28-22 2°57 
1916 27,045 | 7,768 | 641 28-72 2-37 
1917 26,786 | 6,949 | 646 25-94 2:41 
1918 24391 | 5,328 | 6 21-84 2-69 
1919 23,070 | 5.489 | 638 23-58 2:77 
1920 28,1388 | 9,244 | 786 | 82-85 2-79 
1921 26,965 9387 | 849 | 34-81 3°15 
1922 27,466 | 8,549 | 786 | 31-13 2-86 
1923 26,420 , 7,969 | 842 | 30-16 3-19 
1924 26,389 "984 806 30-26 3-05 
1925 26,5830 | 8,194 | 30-89 3-04 
1926 26,551 | 8355 | ‘819 | 31-47 3-08 


| 





28-87%. in 1914 we have a rate of 51:59%o and in 
1926 we get 54-87%. instead of 25-46%. ; thus instead 
of showing a decline of 11-81% we should show an 
increase of 636%. 

In Table IV I have given for the years 1920 to 
1926 inclusive the infant mortality rates per 
thousand live births for (i) under one day, (ii) one 


| day and under two days, (iii) two days and under 


one week, (iv) total under one week, (v) one week 
and under two weeks, (vi) two weeks and under 


| three weeks, (vii) three weeks and under one month, 


(viii) total under one month, (ix) total under one 
year, with a column showing the still-birth rates 
computed on live births for the same period. This 
table is included in order to emphasize further the 
importance of the total number of still-births in 
relation to the total infant deaths, 31-12%. in 1926 
as against 39-76%. and particularly the importance 
and influence of the deaths in the earlier periods 
(neonatal deaths) in the infant mortality rates. 


TABLE IV, SHowrne INFANT MorTAtitry RATES PER 
THOUSAND Live BirtTHS IN NEW ZEALAND. 


So _ 
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1920 | 2807: 8 36 13-33 21-69 | 3-94 | 2-81 | 2°37 | 30-81 | 50-57 
1921 | 31-61 | 9-07 | 4-41 | 9-66 | 23°14 | 3-39 | 2-17 | 1-96 | 30-66 47-82 
1922 | 29:03 | 8-76 | 3-89 | 7-76 | 20°41 | 3-48 | 2-14 | 1-21 | 27-24| 41:89 
1923 | 31-97 | 8-44 | 3-93 | 8-26 | 20°63) 4-18 | 2°54 | 1-65 | 29-00 | 43-80 
1924 52 7°89 | 3°35 | 7-50 | 18°74 | 2-25 | 1-68 | 1-28 | 23-95 | 40-23 
1925 | 30-58 | 8-35 | 3-51 | 8-42 | 20: 8-02 | 1-74 | 1:39 | 26-43 | 39-96 
1926 | 31-12 | 8-57 | 3-54 | 8-36 | 20°47 | 2-11 | 1-65 | 1-23 25-46 | 39-76 


| 
| 








The close relationship between infant deaths and 
still-births can be further illustrated by a study of 
the causes of infant deaths. Table V shows the 
rates per thousand live births for each quinquennium 
of the period 1872 to 1926, for eight groups of 
causes and for the total. A study of these groups 
discloses the fact that they fall roughly into two 
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classes. One class includes diseases which normally 
attack the infant after birth. The other class. 
containing the two groups headed “early infancy” 
and “malformations,” includes causes all of pre- 
natal origin. As will be seen from a study of the 
table all the improvement in infant mortality rates 
has been effected by reduction in the deaths from 
the diseases included in the first class, while deaths 
from those of the second class have actually shown 
a tendency to increase. Obviously the treatment 
of the child after birth will have little or no effect 
on causes which have their origin long before birth. 
Indeed the reduction of the deaths from those causes 
which attack the child after birth, will tend to 
make the deaths from prenatal causes, as well as 
still-births, loom larger in proportion to the total 
deaths. 


BirTHs IN 
DEATH, 


TABLE V, SHOWING RATES PER THOUSAND LIVE 
NEw ZEALAND FOR PRINCIPAL CAUSES OF 
1872 to 1926. 
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Table VI gives the numbers of deaths during the 
period 1920 to 1926 from each of the principal 
diseases included in these groups, according to age 
periods under one year. It is at once seen that 
prenatal causes are the only really serious factors 
in the deaths occurring during the first week. Table 
VII merely gives the same results as Table VI, but 
expressed as proportions per centum of total deaths 
for these causes for each age period and serves to 
emphasize further how heavily these prenatal 
causes count in the first month of life. It is seen 
that “early infancy” and “malformations” are the 
cause of 97-06% of the deaths occurring in the first 
day; of 91-73% of the deaths during the first week 
and 87-20% of the deaths in the first month. 
Further, it will be observed from these tables that 
“premature birth” which must I think be held to 
be almost identical with “still-births” accounts for 
no fewer than 63-98% of the deaths in the first day, 
49-71% of the deaths in the first week and 45-50% 
of the deaths in the first month. I submit that the 
figures given clearly illustrate the importance and 
the tremendous influence of these early period 


deaths on our infantile death rates and the close 
association between them and the still-births. 


_The importance of the early periods will be 
further apparent when it is noted that of the total 
deaths under one year during the last six years 
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TABLE VI, SHowrna Deatus or INFANTS IN NEW ZEALAND 
DvuRING THE PERIop 1920 To 1926 aT Various DIvISIoNs or 
THE First YEAR OF LIFE FROM CERTAIN SPECIFIED Cavstes. 





{ | | 
| 


| 


| 


Diseases. 


Under One Day. 
Under One Week. 
Total Under 

One Week. 

One Week and 
Under One Month. 
Total Under 

One Month. 

One Month and 
Under One Year. 
Total Under 


One Year. 


One Day and 


| 





Early Infancy : | 
Premature Birth | 1,087 | 2, 2,520 | 
gananeliel, Debility . | 162 | 3858) 52 257 | 777 | 
Injury at Birth 65 | 222 | 
Lack of Care | fae 4 | 16 | 
Other Diseases peculiar | 

to Early Infancy .. 189 | 651 | 


| 4,186 | 
| 644 | 








TOTAL. . 





Malformations .. 


Respiratory Diseases : 
Bronchitis . 
Broncho-pneunionia . a 
Pneumoni: Pray | 
Other .. 








TOTAL. . a} 





Gamse and Intestinal | 


jiseases : | 
Diarrhea and — | 
Other .. =) 











TOTAL. . oe 








—— Diseases : 
Whooping Cough 
Diphtheria 
Influenza 


Erysipelas oo 
Infantile Paralysis .. | 
Other .. fe 


| 
_ : abe 








TOTAL. . 





| 7 
Infantile Convulsions .. | 131 | 
Tuberculosis : | | 
Tuberculous Meningitis — — |} 
Other Forms 0 Tuber- | | | 
| 

5 | 
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culosis ‘ PP gt ec: 


| 
| 
| 2! 
| 
| 
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119 | 237 | 423 , 
| 3,164 | 8,703 
| 





TOTAL.. ber) sartelayae 
Other Diseases, et cetera | 33 | 118 | 
GRAND TOTAL | 1,699 ra 4,158 | 1,381 | 5.580 

| 








64:21% occur in the first month, 48-80% in the first 
week, 28°65% in the first two days and 20-15% 
in the first day. Equally striking are the percent: 
ages of the first month deaths. The percentages of 
those dying in the first week during the last six 
years are: 1921, 75°46; 1922, 74:94; 1923, 71-15; 
1924, 78-24; 1925, 76°75; 1926, 80-41. 

Similarly if we go still further and analyse the 
first week, we find the following percentages dying 
in the first day: 1921, 39-18; 1922, 42-90; 1923, 40-90; 
1924, 42-09; 1925, 41-15; 1926, 41-85. 

It will be further observed that, as in the case 
of still-births, all these percentages at the lower 
periods have been steadily increasing. At the 
older periods we are saving in increasing numbers 
and consequently increasing the proportion dying 
in the earlier periods, thus further cleariy and. 
definitely relating the problem of preventing these 
infant deaths to the consideration of prenatal 
causes. It may be pertinent to the consideration of 
this subject to mention that while illegitimate births 
form 460% of the total births, they are 5-17% of 
the still-births and 6-97% of the infant deaths. — 
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TaBLE VII, SHOWING THE PERCENTAGES OF DEATHS OF 
INFANTS IN NEw ZEALAND UNDER ONE YEAR OF AGE FROM 
CERTAIN PRINCIPAL CAUSES OF THE TOTAL INFANT DEATHS 
FOR THE Periop 1920 To 1926. 
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Causes of Death. &é BS Ee 35 es 86 | EE 
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w | AR "4 Ey a Ay | z. 
a=} os ry oy ry os | © 
S a ae | 
5 | 65 | &| 6p | 86] 65 | aS 
Baty eee bith .. | 68-98 | 39-85 | 49-71 | 32-80 | 45-50 | 4°77 | 30-69 
Congenital Debility .. | 9°54 | 14-56 | 12-51 | 18-61 | 14-03 | 11-03 | 12-94 
Other Causes .. .. | 15°65 | 20°74 | 18-66 | 8-18 / 16-04; 1°74 10°85 
TOTAL, EARLY INFANCY | 89-17 | 75-15 | 80-88 | 59-59 | 75-57 | 17-54 | 54-48 
tions .. .. | 7-89 | 12-89 | 10-85 | 13-97 | 11-63 | 10-05 | 11-05 
ney Diseases .. | 0°35| 2:20; 1:44/ 8-04} 3-09 | 23:55 | 10-53 
d Intestina 
bp Pg ‘ a 0-12} 0-77) 0-50! 5:36} 1°71) 18-05; 7:65 
Epidemic Diseases .. _ 0-20! 0-12! 1°38} 0-43} 11-28 | 4:38 
Infant Convulsions .. 0:53; 5°33! 3°37| 2-90} 3-25) 3°54 3°35 
Tuberculosis ; on — om, — 0:14} 0:04) 2-62 0-98 
Other Diseases .. 1:94; 3-46) 2-84] 8-62} 4-28 | 13-37 7°58 
GRAND TOTAL .. |100-00 100-00 100-00 100-00 100-00 100-00 | 100-00 


In closing this short study, I would emphasize 
that the present system of computing infant 
mortality rates is unsatisfactory and that, as a step 
towards enabling more satisfactory methods being 
adopted, I suggest that efforts should be initiated 
towards requiring all reports of still-births for 
registration purposes to include certificates from 
medical practitioners stating, as far as it is possible 
to do so, the cause of death and the intrauterine 
age of the foetus and that all certificates of deaths 
of infants under twelve months should similarly 
show the intrauterine age at birth. When these 
particulars are obtained then the statistics for 
infant mortality rates should in addition to the 
continuation of the present practice, for a time at 
any rate, include tables showing rates by causes of 
death for all infant deaths and still-births classified 
in two or three groups according to intrauterine age. 


<i 
— 





THE CORRELATION OF THE EPITHELIAL TRIAD 
(KERATOSES, RODENT ULCER AND EPITHELIOMA) 
AND LUPUS VULGARIS IN AUSTRALIA. 


By Herman LAwreENCE, M.R.C.P. (Edinburgh), 


Honorary Consulting Dermatologist, Saint Vincent’s 
Hospital and Queen Victoria Hospital, Melbourne. 








Dr. E. H. Moteswortu, of Sydney, is to be 
congratulated upon his most interesting and instruc- 
tive article in Tum MepicaL JouRNAL OF AUSTRALIA 
of June, 1927, under the heading of rodent ulcer. 
Dr. Molesworth draws attention to the great import- 
ance of the subject of epithelial changes of the skin 
as they occur in Australia. He deals with the 
conditions, keratoses, rodent ulcer and epithelioma 
(squamous-celled) from an etiological point of view 
and supports the theory that has been previously 
suggested, that probably the sun’s rays play an 
important part in the causation of these conditions 
which dermatologists have recognized to be so 
common in Australia. Dr. Norman Paul, of Sydney, 
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deals with this matter in a masterly way in his 
book: “The Influence of Sunlight in the Production 
of Cancer of the Skin.” 


At the Australasian Medical Congress, held at 
Brisbane in 1920, this subject received considerable 
attention and a resolution was passed in the 
Dermatological Seetion as follows: 


That: 


(1) In the opinion of this Section certain types 
of individual are constitutionally prone to skin 
cancer. 


(2) That climatic conditions in Australia favour 
the production of skin cancer in such persons. 


(3) Further, that certain measures of protection 
might be recommended. 

(4) And suggest that a committee be appointed 
to report on the matter at the next Congress. 

A committee was formed, but nothing further was 
done in this matter. Of course congress meetings 
are so far apart that a subject considered of much 
importance at one meeting is apt to be forgotten 
or shelved before the next congress takes place. 
However, this subject is of great importance and 
I might say grave importance to the Australian 
community and I would suggest that the dermato- 
logists of Australia should take the matter up 
seriously with a view to suggesting some means of 
prevention of the trouble, if possible, or might draw 
the attention of the Commonwealth medical 
authorities to the subject and suggest some pre- 
cautionary measures which, if adopted, would lessen 
the seriousness of this epithelial triad menace to our 
Australian community. Epithelial triad is a term 
I suggest to include keratoses, rodent ulcer and 
epithelioma. 

From the foregoing remarks I feel that no apology 
is needed for taking up further space in THw 
MEDICAL JOURNAL OF AUSTRALIA in connexion with 
this subject. 

My object in discussing Dr. Molesworth’s paper 
is further to draw the attention of the medical pro- 
fession of Australia to the great importance of this 
subject. 

The epithelial triad is certainly a menace to some 
people who work in the open air in certain parts of 
Australia, especially the type mentioned by 
Molesworth—red-haired, fair skin, blue eyed and 


| of Irish origin. 


Dr. Molesworth refers to the large percentage of 
cases of rodent ulcer in Australia and the few cases 
of lupus vulgaris as compared with the occurrence 
of these diseases in other countries and he suggests 
at the same time that the intensity of the sun’s rays 
is causative as regards the epithelial triad and on 
the other hand has a preventive effect as regards the 
development of lupus vulgaris in the children born 


_ in Australia. 


Dr. Molesworth in his paper, page 886, states: 


As far as is known to me this correlation has not been 
referred to in any publication, a fact which is not remark- 
able since in few countries there obtain such conditions 
as in Australia. 


Dr. Molesworth cannot have read a paper, written 
by myself some years ago, in which attention was 
















































SS OBERLIN AICS 


























616 


THE MEDICAL JOURNAL OF AUSTRALIA. 


May 19, 1928. 





definitely drawn to the correlation of the epithelial 
triad and lupus vulgaris in Australia. This paper 
I read at the International Congress of Dermatology 
at Rome in 1912. It appears in the Transactions of 
the Congress, page 1219. The title of the paper is: 
“Remarques Particuliéres aux Maladies de la Peau 
en Australie.” I will now quote sentences to show 
the great importance I attached to this subject so 
many years ago. 

Je me propose au début de décrire une classe de maladies 
de la peau qui suivant mon expérience, est exceptionclle- 


ment dominante dans mon pays, et wne condition qui 
pourrait étre de grande importance au peuple Australien. 


Le mal dont je parle est un mal exagéré de kératoses de | 


la peau avec un développement subséquent de plusieurs de 
ces maux dans des croissances malignes: Je me reporterai 


aussi au taux élevé de “l’'Ulcus Rodens” et @ sa répétition | 


| 


beaucoup avec les rayons X, et comme les kératoses dang 
cette condition sont dues a Virritation chronique de la 
peau par les rayons X donc probablement les kératoses et 
autres altérations de la peau dans cette affection sont 
pareillement dues @ Virritation chronique causée par les 
rayons du soleil sous certaines conditions singuliéres dont 
je parlerai plus tard. 


However, the ionization effect suggested in this 


_ last sentence does not explain how the sun’s rays 


fréquente et sa multiplicité et aussi @ Vdge précoce des | 


personnes chez lesquelles on le rencontre en Australie. 


cases occurring in my private and hospital cases 
(1908 to 1912). 


Sur six mille cas consécutifs je n’ai pas eu moins que 


tions de Kératoses, Rodent Ulcer, et Epithelioma. 
Ulcers se comptent pour a peu prés le 5% mais dans un 
grand nombre de cas la kératose se présente dans 
beaucoup d’euz. : 

I then remarked that owing to my being a pioneer 
in radium therapy large numbers of these patients 
were sent to me by medical practitioners for this 
method of treatment. 

Mais en allonant pour beaucoup de ces circonstances 
spéciales, jai la ferme opinion que ces Kératoses. Rodent 
Ulcer, et les maladies épitheliomateuses de la peau, 
sont remarquablement dominantes en Australie. 

And now as regards Dr. Molesworth’s remarks 
upon the scarcity of lupus vulgaris cases in Aus- 
tralia as compared with European countries, the 
following remarks show full agreement. 

En Australie comparé avec les autres pays le lupus est 
une maladie peu commune. 


Sur six mille cas consécutifs de maladies de la peau 
traitées par moi pendant les quatre derniéres années, je 
n'ai rencentré que vingt-quatre cas de Lupus Vulgaris. 


Cela veut dire quatre cas en mille. Ce résultat, comparé 
avec le trop de cas de lupus que Von. constate en les 
clientéles des dermatologistes en Europe, indique que cette 

- maladie dans mon pays est relativement rare. 

In 1888 I made an analysis of one thousand con- 
secutive cases treated in private practice by the late 
Sir Thomas McCall Anderson, Dermatologist. 
Glasgow Infirmary, and there were twenty-two cases 
of lupus vulgaris or 2-2%. 

Mes conclusions des expériences que jai vous déja 
mentionées sont confirmées par les observations de M. le 


Dr. McMurray de Sydney, Australie. Le Lupus tuberculeur | 


se rencontre rarement parmi les habitants blancs nés en 
Australie. La plupart des personnes que jai traitées pour 
cette maladie étaient nées en Europe. 


I think it must be admitted that I definitely drew 
attention to the correlation of the epithelial triad 
and lupus vulgaris in Australia. And now as regards 
the part that the sun’s rays play in the production 
of the epithelial triad and the prevention of lupus 
vulgaris, the following sentences are very definite. 


La maladie ressemble de trés prés a la Kératodermie que | 
Von rencontre sur les mains dun homme qui a travaillé | 





in Australia could have special irritating effects 
upon the skin as compared with the effects of the 
sun’s rays upon persons similarly exposed in other 
countries. I formed the opinion that the lessened 
humidity of the atmosphere more or less peculiar to 
Australia for many months of the year might be a 
contributing factor. 

I fully agree with Dr. Molesworth that an Irish- 
man with blue eyes, fair skin and an open air occupa- 


; | tion is a very likely person to develope keratoses, 
The following sentence refers to an analysis of 


but I would like to add that if he works inland 
where lessened humidity of the atmosphere prevails, 


his danger of this skin trouble is considerably 


oins que increased. 
quatre cent quatre-vingt cas sous les différentes dénomina- | 


Rodent | 


As regards lupus vulgaris and its inhibition by 
the abundant sunlight of Australia I made the 
following remarks. 


Je suis @avis que le climat d’Australie aidé par de 
bonnes conditions sociales est contrarié au développement 


| de cette maladie. 


To emphasize further Dr. Molesworth’s remarks 
upon the correlation of the epithelial triad and lupus 
vulgaris in Australia, Dr. R. C. E. Brodie has kindly 
made out an analysis of six thousand consecutive 
cases occurring in my private clinic from August, 
1922, to June, 1927. There were no less than 948 
cases coming under the heading of the epithelial 
triad of which 490 were rodent ulcers.  Lacpus 
vulgaris accounted for only five cases. 

This statement as regards lupus vulgaris is in 
agreement with Molesworth’s experience of one in 
a thousand. 

The accompanying photograph of a patient, aged 
thirty-eight years, with lupus vulgaris supports the 





Figure Showing Lupus Vulgaris Under Chin of Patient. 
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suggestion that sunlight inhibits tuberculous disease 
of the skin. 

The lupus patch in this case, about the size of a 
penny, has been present for thirty-one years. The 
patient, a man, was born in Australia and never 
pothered about treatment as the patch was hidden 
from view by its position under the chin and so 
at the same time escaped the curative effects of the 
sun’s rays. The lupomata were definitely in evidence 
under pressure with convex glass. Treatment with 
ultra-violet rays from a water-cooled mercury vapour 
purner and radium (intense radiations) is rapidly 
improving the condition and it will apparently be 
cured later on. 

Dubreuille (Bordeaux) read a very interesting 
paper at the Dermatological Congress at Rome in 
1912 under the heading of “Du Réle de la Lumiére 
dans UEtiologie de VEpitheliome de la Peau.” 
Dubreuille describes the parts exposed to the sun- 
light where it is usual for keratoses to develope and 
remarks: 

Mais jamais a la partie antérieure du cou ou dans les 
régions sous-mazilllaires. 

This last statement is interesting in connexion 
with the photograph of the patient with Pupus 
article, showing- that the tubercle bacilli had 
the sun. 

I consider that there were two reasons why I 
had so many cases of lupus vulgaris (twenty-four 
in six thousand) in the years 1908 to 1912. One 
reason was that in early 1908 I introduced the 
Finsen ray apparatus for the treatment of lupus 
rulgaris in Australia and patients were sent to me 
specially for this treatment. 

The other reason was that in those days patients 
with lupus vulgaris were advised to come to 
Australia from Europe on account of the beneficia! 
effects of our climate. 

In more recent years the Commonwealth medical 
authorities have prevented such persons coming to 
Australia. 


In my book, “Radium Therapy,” 1911, I state on 
page 57: 
Lupus Vulgaris can be well treated by radium. My 


ture upon this subject seems to warrant. 
Lupus Vulgaris is more amenable to treatment in Aus- 
tralia (and I believe it to be so) than in European 
countries. And I might say that of the cases of Lupus 


more years at least 40% of them are Australian born. 
Recently a child of four years of age, whose parents are 
Italians, came under my care. She had a patch of Lupus 
Vulgaris on the right cheek about the size of a two shilling 
piece which had been present for two years and as they 
had left Italy about two years previously I have little 





' with Dr. Cumpston, 


The relative rarity of tuberculous diseases of the skin 
in the United States. In an analysis of 700,000 cases of 
skin disease there were 1,970 cases of Lupus Vulgaris, or 
2-8 per thousand. 

My experience in Australia is 2-25%-. Pollitzer, 
of the United States of America, thinks that the 
declining rate in the number of cases of lupus vul- 
garis is due to the decline in the general tuberculosis 
rate in that country. 

When I was in America attending the Inter- 
national Dermatological Congress in 1907, I was 
informed that the number of immigrants going to 
the United States was about five hundred thousand 
per annum. Since that time the regulation of the 
flow of immigration into the United States has much 
reduced the above figure and I am inclined to think 
that the decline in the number of cases of lupus 
vulgaris in that country is probably due to the 
stricter examination of immigrants in a similar way 
to what has apparently occurred in Australia. 

Since writing this paper I have had a conversation 
Director-General, Common- 


_ wealth Health Department, and he tells me that for 
| some years now persons with noticeable lupus 
| vulgaris have not been permitted to enter Australia. 


‘° | This statement supports my observation that the 
vulgaris in the submental area illustrated in this © a a. - 


number of cases of lupus vulgaris in Australia is 


db ing les d also explains th s , 
evidently been sufficiently shaded from the rays of | po saa ls eadaagpeE sc ageeetie nage bie 6 sia 


_ tion now are chiefly Australian born. 


patients with lupus vulgaris coming under observa- 
I think we 
can congratulate ourselves in Australia that lupus 
vulgaris, the béte noire of European dermatologists, 


| will never tYouble us very much in this country. 


However, our future as regards the epithelial triad, 
I think, requires serious consideration. 


Reports of Cases. 





AN AMORPHOUS “SIAMESE” TWIN AND ITS 
SEPARATION FROM A NORMAL FCETUS. 





By R. C. Geeves, M.B., Ch.M. (Sydney), 
‘Pennant Hills, New South Wales. 





Mrs. L., a Chinese woman, age very indefinite, gave birth 
in May, 1927, at her twelfth confinement to a normal female 


| foetus to which was attached an irregular cystic mass 
experience here is certainly more favourable than litera- | 


It may be that | 


nearly as heavy as the fetus itself. 
The mother was attended by an elderly untrained “nurse” 


| and I was called about half an hour after delivery, when 


| pounds two ounces). 


I found a normal female fetus 1-68 kilograms (three and 


Vulgaris coming under my notice during the last six or | three-quarter pounds) in weight to which was attached 


a big cyst-like mass weighing 1:40 kilograms (three 
Attachment was by a broad pedicle 


| extending from a point anteriorly flush with the anus. 


doubt that the disease was contracted in that country | 


but was probably not noticeable at the time she was 
admitted into Australia. 


In connexion with these remarks upon the relative 


infrequency of lupus vulgaris in Australia the | 
a, y P J | knob with the body of the cyst, the latter being very 


following statement is of interest. It is taken from 
an editorial article in the Archives of Dermatology 
and Syphilology of March, 1927. 


| fluctuant and soft. 


3-75 centimetres (one and a half inches) posteriorly along 
the natal cleft and 6°75 centimetres (two and a half 
inches) laterally. 

The mass which is illustrated in the accompanying 
figure, was more or less globular in shape though more 
formed at one end, the superior extremity, into a fairly 
hard flat knob marked A in the figure; on this were 
scattered a few hairs. The attachment to the infant (B 
in the figure) was at the right side at the junction of the 


On the front of the knob which was 
considered to represent an attempt at formation of a 
head, was a globular object (C in the figure), possibly 
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P 
representing an eye. About 7:5 centimetres (three inches) indefinite structures were found in the dissection. The owing | 
from the superior extremity on each side of the front findings will be seen from following extracts of notes foun ni 
of the mass were two small but distinct papille — | which I received from the Anatomy Department. og 
arele (D in the figure), presumably nipples. Apart from | Slide 1 ts & section of the nase Which « pulse, © 

ppeared to ere \ 
these features no recognizable structures were seen. represent the brain. In the deeper layers there are ae 
_ The birth, as related to me by the attendant, took place masses of cells which may represent embryonic nervous ment 0 
in the following order: First a foot of the normal fetus tissue. This latter type of tissue is more abundant gested | 
— be _ vulva, then the mass, followed by breech in slide 1a, taken from another part of the same mass, no indi 
oa ae ; | Slide 2. Possibly Representing the Heart. Macro- 

I removed the infant with its attached mass to hospital scopically this structure on section appeared to be a ie 
and on the sixth day owing to change in colour of the | hollow muscular organ filled with blood clot and it = p 
mass decided to attempt to separate the two. looked like an embryonic heart. Microscopically the Peso 

Skin flaps were turned down from the sides of the mass walls of this structure were found to be highly cellular = n 
to provide covering for the subsequent raw area. After | and very vascular, similar to the appearance seen in 7 
some difficulty in avoiding mye bene of ce Te oa | a section of an embryonic heart. A di 
extended into the pedicle a short way, and in avoiding | ; : : , . comple 
puncture of the cystic mass the connexion between the @ ego pete Mogg oe tes cee bape diet i 
two was severed. The pedicle was found to consist of | represent a kidney. Here there is evidence of an rapidl} 
very dense fibrous tissue and large blood vessels. There | attempt at the differentiation of uriniferous tubules plood | 
was no connexion with the spinal canal nor was there s : z “ : pa per cu 
any osseous or cartilaginous attachment to the sacrum. Slide 4. Possibly Representing the Eye. This is a She w 

d nine | section of a swelling which appeared to represent an tongue 

After the mass was placed in a tray and set aside, attempt at the formation,of an eye. On macroscopical ecent 
distinct pulsations were observed between the two nipples section there was a vesicle filled with a colourless . h 
indicating the presence of a heart of some sort. Pulsations | fluid, but there was no appearance of a structure she hi 
continued for about three or four minutes and gradually comparable to an eye. The microscopical section shows 
died away. : : the remnant of a cubical epithelial lining this vesicle. 

Considerable trouble was experienced owing to sutures Amongst the tissue deep to the vesicle are sections of The 
cutting out because of the continual kicking of the infant’s epidermal masses with the corneal layers derived from and \ 
legs _ wa = ee . to he eee = left het these cells situated in the centre of the masses. edentt 
granulate. Up > Se Sees ee ey ee WS Slide 5. This section is through a small flat papilla may | 
and became very weak, but a change in diet at this stage which occupied the position of a nipple and it shows know! 
seemed to pick it up and from then on it went ahead very evidence of glandular epithelial cords and a duct remal 
well. It was discharged from hospital at the end of the formation tomat 
fifth week with the wound quite healed. I saw the baby : : for th 
recently when it was about ten months old and it weighed | oa & 
8-1 kilograms (eighteen pounds) and was a well developed | x Ankneuiiodgements. absen 
normal infant. | In conclusion I desire to acknowledge the kindness and dyspl 

ss : . . | interest of Professor Burkitt and Dr. Wilkinson, of the 
a ee Tayyercseen dg —_ go eh ca Anam = —_ Medical School, in the examination of the specimen and peat 
found to contain a mass about the size of a,small orange, | the notes on macroscopical and microscopical findings. mega 
whitish in colour, probably representing a brain. Other | but 1 
Th 
ay a SAAS SSE ober ; A CASE OF DYSPHAGIA AND ANAEMIA. dysp! 
spas} 
dilat 
By W. Spatpine Lavriz, M.D., B.S., insta 
Physician to Children, Alfred Hospital, Melbourne. 
In view of a recent report of a case of pernicious anemia @ 
| associated with dysphagia and the publication by Plummer with 
| and Vinson in the Mayo Clinic Reports for 1927 of sixty- 1928 
nine cases of dysphagia with secondary anemia, the report 1927 
| of the following case seems desirable. 
: Clinical History. 
Mrs. C., etatis thirty-three years, consulted me first on 
Di March 13, 1923. She complained of inability to swallow 
| solid food and a sore tongue, mouth and throat. She 
| stated that she could not force the food past the back of 
| her throat. 
| Her previous history was uneventful, except that she had 
| had severe pyorrheea and several years before had all her : D 
“|| teeth extracted. On examination it was noted that her His 
| skin showed marked pallor, the tongue and throat were ‘ app 
| red and glazed and she was. unable to open her mouth tha 
| widely owing to cracking of the corners. Her heart and spe 
| lungs were healthy, there was no enlargement of liver or illu 
| spleen and no signs of disturbance of her central nervous the 
| system. A blood count disclosed a slight diminution in : hay 
| the number of red cells and a corresponding reduction in stu 
| hemoglobin. The Wassermann test yielded no reaction. the 

It was nevertheless thought wise to give her a few injec- wh 

| tions of “Novarsenobillon.” Her general condition greatly het 

| improved, but she did not lose her difficulty in swallowing the 

J | and had perforce to be content with a fluid or almost fluid fur 

| diet. me 

4 wd | I was called to see her again on March 18, 1927. She a 
cf Sale i ‘J | now complained of shortness of breath which had been M. 
| getting progressively worse for the past three months. In 


Figure Showing Mass Separated from the Feetus. | For the previous week she had been confined to her bed 
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owing to extreme dyspnea and swelling of her feet. I 
found her sitting up in bed, unable to lie down with any 
comfort. She was extremely pallid, with a very rapid 
pulse, rapid breathing and edema of the feet and legs. 
There was a mitral systolic bruit, numerous moist sounds 
at the bases of the lungs posteriorly and a definite enlarge- 
ment of the liver. In spite of her appearance which sug- 
gested an advanced stage of pernicious anemia, there were 
no indications of any involvement of the nervous system. 


Her blood count revealed only 1,175,000 red corpuscles 
per cubic millimetre and 20% hemoglobin. In a film 
some poikilocytosis was seen, but there were no abnormal 
types of red cells and a differential count of white cells 
was normal. 


A diagnosis of secondary anemia was made and with 
complete rest, digitalis and iron tonics and a generous 
diet in which raw meat played a prominent part, she 
rapidly regained her strength and an examination of the 
blood on October 8, 1927, revealed 4,300,000 red corpuscles 
per cubic millimetre and 80% hemoglobin value (Sahli). 
She was now able to swallow much more easily and her 


-tongue and throat were much more comfortable. She 


recently informed me that she was in better health than 
she had been for many years. 


Comment. 


The pathology of this condition is uncertain. Plummer 
and Vinson attribute it to a defective diet owing to the 
edentulous state of the patients; others suggest that it 
may be a precursor of malignant disease. The syndrome, 
known in America as the Plummer-Vinson syndrome, is 
remarkable for the extraordinary constancy of its symp- 
tomatology. The patient seeks treatment almost always 
for the sore throat and the glossitis which, as in this case, 
are at first thought to be of syphilitic origin in spite of 
absence of response to the Wassermann test. Yet the 
dysphagia has generally been present for several (in my 
case for four) years before the other symptoms are severe 
enough to compel the patient to seek treatment. Spleno- 
megaly was present in a few of the cases in America, 
but was not present in my patient. 


The treatment is that of a secondary anemia. As the 
dysphagia is considered to be of the nature of a functional 
spasm induced by irritation of the inflamed mucosa, 
dilatation of the esophagus has been resorted to in some 
instances. 


Reference. 
© A. M. Jones and R. D. Owen: “Dysphagia Associated 
with Anemia,’ The British Medical Journal, February 18, 
1928, page 256, Plummer and Vinson, Mayo Clinic Reports. 
1927. 
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Reviews, 


THE PAST AND PRESENT. 





Dr. CHARLES L. Dana’s book, “The Peaks of Medical 
History” is in its second edition. The first edition 
appeared in 1926 and received such a cordial reception 
that it was soon out of print. In the present edition no 
special change has been made in the text, but a few 
illustrations have been added and some minor slips in 
the wording of a legend or some inaccuracy in typography 
have been corrected. The “Peaks” is intended for medical 
students and practitioners. It is a brief introduction to 
the study of medical history and will be enjoyed by those 
whose opportunities for deep research are few and far 
between. The book is more than a mere brief survey of 
the medical past; it is an appetizer, creating a desire for 
further supplies of the same nourishment. Dr. Dana’s 
method of presentation could be followed with advantage 





1“The Peaks of Medical History,’’ by Charles L. Dana, A.M., 
M.D., LL.D. ; Second Edition; 1928. New York: Paul B. Hoeber, 
Incorporated. Demy 8vo., pp. Price: $3.50 net. 
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by some other history specialists. History is a living, 
—T developing organism, not a field of dead men’s 
ones. 


The author tells his tale well; it reads like a romance. 
His facts, those most difficult things to be sure of, are 
wonderfully accurate. The introduction of a diagram 
with an exposition of medico-historical “peaks” is a happy 
inspiration. One glance at this reveals the scope and 
plan of the book and quite a lot of history. Dr. Dana 
begins with the pre-Hippocratic period when the Egyptians 
and the Assyro-Babylonians were the medical lights of 
the world and ends in the nineteenth century. Light 
always comes from the east; so it is quite natural that 
the medical dawn should begin in Egypt. But it is “not 
through Eastern windows only when daylight comes, 
comes in the light.” Dr. Dana traces delightfully the 
growth of medical knowledge westward through Germany, 
France, Great Britain and the new world: In the days 
of our youth we were advised never to take a book by 
the cover and this statement was accepted axiomatically. 
No fallacy would be apparent if the psychology of pub- 
lishing were better known and more developed. A meal 
daintily served is appetizing, is always eaten with a relish 
and is as a rule easily digested. A banquet, however good, 
clumsily dished up, repels. The format of “The Peaks of 
Medical History” is captivating. The exquisite head-piece 
and tail-piece and the artistic initial letter of each chapter 
bring a joy that lasts. The illustrations are numerous and 
are arranged with a purpose. They are photographs of 
medical heroes, medical masterpieces and famous wood 
cuts. The author has endeavoured to make the illustrations 
kinetic rather than static. The “Peaks” is an American 
publication, consequently the orthography is. at times 
jarring. This, however, is but a slight matter. Dr. Dana 
has done his work well; so have the publishers. We 
congratulate both. 





BEHAVIOUR OF ANIMALS AND MEN. 





In a book entitled “Animal and Human Conduct,” 
Professor W. E. Ritter provides pabulum for much thought 
especially by those who are interested in psychology and 
psychiatry. 

All through the book the author keeps up the contrast 
between the behaviour of animals and human beings. He 
discusses how all living things have a certain ability to 
exist:and develope despite adverse conditions, the highest 
primate, man, having the greatest scope on account of the 
strong combination of an educated brain and a wonderful 
pair of hands which give him additional means for 
overcoming unfavourable conditions. The author states 
that man’s most direct ancestor is not definitely known, 
but that the gorilla and chimpanzee are the nearest 
anatomical approach to man. Modern man has ascended 
from primitive man who was a creature of low intelli- 
gence, consequently much of .man’s conduct will have an 
analogy in the conduct of animals. The study of the 
insane will confirm the author’s views. The tantrums 
of monkeys, the self injury of other animals in useless 
efforts to escape from custody, the eating of their own 
excreta by the chimpanzee and many other instances are 
as hard to understand in the animals as in insane man. 
The animals cannot talk to give their reasons, but in the 
gavage races of mankind who can explain the reasons for 
these peculiar manners? We find that there is very little 
difference between their normal behaviour or line of 
reasoning and that of the insane. For example the savage 
thinks that the string through the nose brings good luck 
in fishing and the head hunter considers that if he can 
secure a head his year will be a plentiful one. In like 
manner the husband and wife in Kasunga, Borneo, must 
desist from splitting firewood when the wife is pregnant 
in order to protect the anticipated child from being hare- 
lipped or double thumbed. The behaviour of the insane 
is very much akin to that of these uncultured savages 





1“Animal and Human Conduct,” by William E. Ritter, with 
the collaboration of Edna Watson Bailey; 1928. London: George 


| Allen and Unwin, Limited. Demy 8vo., pp. 339. Price: 15s. net. 
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and the more the book is read, the more is the reader 
impressed by the idea that the study of animal behaviour 
will be of help in understanding the abnormal behaviour 
of the insane man. The author shows how different 
animals manifest successful activity and he also shows 
how they exhibit maladaptivity. The higher up in the 
evolutionary scale, the less maladaptivity appears to be 
present. The behaviour of some animals is at reflex level, 
some are at instinctive level and others are at the level 
of intelligent action, man being at the highest. Mal- 
adaptive activity results in waste of time, energy and 
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material or in injury to the individuals themselves or | 


the individual’s close of kin. Examples of maladaptivity 
are given for different species of animal life. In uncivilized 
races where the ten commandments are unknown the pro- 
tection of life and death necessities is accomplished by 
means of the taboo which gives a security superior to that 
of any police force in the world. 

In highly cultured humans we see many instances of 
maladaptivity. For example eating too fast, speeding, 
murder and suicide come under our notice every day. A 
well known expression “he never knows when to stop” 
is the popular way of saying that somebody’s methods 
are maladaptive. Except for a tendency to a rather long 
approach to the subject matter in every section of each 
chapter the book is a good commencement in this branch 
of literature and well worth reading. 





THE MOSQUITO. 





In “Mosquito Surveys,” by Malcolm E. Macgregor,’ a 
considerable amount of space is devoted to the mosquitoes 
of Mauritius and Rodriguez and their bionomics. In 
addition there are keys to the genera, subgenera, species 
and larve. 

A general account, well illustrated with drawings, is 
given of the morphology and biology of the mosquito. It 
is to be regretted that the author has not adopted Tillyard’s 
emendation of the Comstock-Needham system of the wing 
venation. 

Part III deals with laboratory and field technique. This 
section has been divided into numerous subheadings and 
it is thus an easy matter to find information dealing with 
special subjects, such as mounting methods for adults, 
larve, pupe, dissection and anatomical technique et cetera. 

The book will not only be useful to those in Mauritius 
and Rodriguez, but also to workers outside these islands 
as the items discussed in Parts I and III are seldom found 
collected under one cover. 





DISEASES OF THE STOMACH. 





Dr. Martin RenuFuss’s new book on diseases of the 
stomach is the most up-to-date publication on this subject 
that we have seen” It is a vast encyclopedia of gastric 
knowledge, including everything worth while published up 
to 1927. The book is divided into three parts. The first 
is taken up with general information on the anatomy, 
physiology, principles of diagnosis with methods thereof 
and treatment in gastric diseases. Part II is clinical, 
each disease being separately described. This method, we 
think, could be improved upon. At the same time Part II 
is full of information, well written, clear, interesting and 
instructive, though perhaps rather long and overfull for 
any but the expert practitioner. Part III deals with the 
relation of stomach dysfunction to disease elsewhere in the 
body, including endocrine and blood pathology. Too often 
in textbooks do we find the contents of Parts II and III 





2“Mosquito Surveys: A Handbook for Anti-Malarial and Anti- 
Mosquito Field Workers,” by Malcolm E. Macgregor; 1927. 
London: Bailliére, Tindall and Cox, Demy 8vo., pp. 282, with 
illustrations. Price: 15s. net. 

2“Diagnosis and Treatment of Diseases of the Stomach, 
with an Introduction to Practical Gastro-Enterology,” by 
Martin E. Rehfuss, M.D.; 1927. Philadelphia: W. B. 
Saunders Company; Melbourne: James Little. Royal 8vo., 
pp. 1236, with illustrations. Price: 60s. net. 
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interwoven and Rehfuss has done a service to medical 
writing by thus separating gastric dysfunction due to 
disease elsewhere from actual disease of the stomach. 

In Part II the physiology is well up to date, clear and 
fully illustrated. We are pleased to see that full justice 
is done to British workers who are so often omitted from 
American books. Long and elaborate chapters on technique 
contain much useful, but more useless information op 
methods which only the research worker would ever use. 
Many of the instruments described would be better classeq 
as “gadgets.” Some pages, for example page 139, are 
perfect museums of “gadgets.” Again the devotion of 
240 pages to gastric analysis seems a little excessive. It 


is impossible not to feel the wide hiatus between gastric 


physiology and pathological dysfunction and in no branch 


_ of medicine is a knowledge of the physiology of normal 
| variations, often very wide, more needed to give a clue 


to the meaning of the various gastric dysfunctions. 
Among those parts which deserve thorough commenda- 
tion, are the very practical directions for the setting up 
of a laboratory for gastro-intestinal work, with the use of 
the apparatus required, the chapters on physical examination 
of the abdomen, those on the uses of drugs in gastro. 
intestinal disease, the clear provision of full dietary charts 
for different conditions with indications for their uses and 
the chapters on physiotherapy, massage et cetera. So often 


' do we find in books such statements as “massage is useful.” 


But when and how? How many medical practitioners can 
direct the masseur? Here we have full details, reasons, 
methods and indications. Other excellent chapters are 


| those on radiology of the stomach (with much that the 
| practitioner should know in order to realize just what 


X rays can and cannot do), on the relation of gastric 


| disease to focal infection, on the hypersensitive state and 


on endocrine disturbances. The last named is not very 


| convincing. Dr. John B. Deaver has added a well illus- 





trated chapter on gastric surgery. 

The remarks on treatment are on the whole very full 
and clear, but the reader gains the impression that this 
part of the book has been built up rather too much on 
incomplete physiological knowledge without sufficient 
clinical warrant and indeed some ditrections for treatment 
are frankly the reverse of what clinical experienee has 
taught. 

Each chapter ends with a well selected bibliography of 
English and Continental authors as well as American. 
The book is well got up, on good paper, easily readable, 
excellently illustrated often in novel and interesting ways 
and has very few printer’s errors. 





DERMATOLOGY. 





Tue third edition of “Diseases of the Skin,” by Dr. 
Henry H. Hazen, is a book of some five hundred and 
seventy-two pages and printed on very good paper.’ Like 
most works on dermatology it contains many illustrations; 
in fact there are no less than two hundred and forty-eight 
in this book and a number of them depict skin lesions of 
negroes. The first seven chapters of eighty pages are 
devoted in a general way to the anatomy, physiology, 
pathology, diagnosis and treatment of skin affections. Then 
follow twenty-six chapters dealing with skin diseases in a 
more or less classified manner, the edition ending with a 
very full index. 

Throughout the work the space devoted to treatment is 
very scanty. This is noticed particularly in such an 
important disease as syphilis, while the treatment is hardly 
touched upon in less important diseases such as acne vulgaris 
and seborrheic dermatitis. In the preface to this edition 
the author states that the subject of anaphylactic derma- 
titis has received considerable mention, actually less than 
one page is devoted to the subject under that heading in 
the text. 

In view of the fact that there are so many excellent 
> Aang ar works on dermatology we cannot recommend 
this book. 





1“Diseases of the Skin,” by Henry H. Hazen, A.M., M.D.; 
Third Edition; 1927. St. Louis: The C. V. Mosby Company; 
Melbourne: Stirling and Company. Royal 8vo., pp. 572, with 
illustrations. Price: $10.00 net. 
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Che Wedical Journal of Australia 


SATURDAY, MAY 19, 1928. 
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Brazen Mame-lates, 


In the “Handbook for Recently Qualified Medical 
Practitioners,” issued by the British Medical 
Association, the following paragraph will be found: 

The simple announcement of a doctor’s name 
and profession on a door-plate is permissible, but 
it should not be abused by any undue particularity 

or unnecessary display. It is undesirable that a 

title indicative of special practice should be used 

on a door-plate. The words “Dr. (Mr.) ... .”5; 

“Surgeon”; or “Physician and Surgeon” are all 

that are required. 

A name-plate should not be affixed to any 
premises of which the practitioner has no effective 
tenancy. 


In the year 1922 the Federal Committee discussed 
this matter and resolved that it was not objection- 
able for a, medical practitioner to indicate on his 
name-plate the specialty in which he practised, 
provided that he confined his practice to that 
specialty and provided that he had the approval 
of the Council of his Branch. 
determination of the Federal Committee at the time 
we pointed out the policy was one of expediency 
rather than a counsel of perfection. It is unfor- 
tunate that the policy in Great Britain and the 
policy in Australia in this regard do not corres- 
pond. It may be difficult to prescribe very definite 
rules concerning the size, shape and wording of 
name-plates, but there should be no divergence of 
opinion as to what constitutes abuse of the name- 


In discussing this 


plate. 
Stated previously in order to justify the contention 


It is necessary to repeat what has been 


that the parent body has adopted a wise course. 

The object of a name-plate is to enable a patient 
to find the practitioner he wishes to consult. In 
an emergency the doctor’s name-plate serves a 
useful purpose when medical aid has to be procured 
without delay. In the former circumstances it is 
not an advertisement, but merely a guide. In the 
latter it can scarcely be regarded as an advertise- 
ment even if it brings a medical practitioner a 





chance patient. There is a further use of the door- 
plate. People see it day by day and some may wish 
to ascertain whether the owner of the plate is a 
sound and skilled practitioner. In this way it 
acts as an undoubted advertisement, but provided 
that it is dignified and in conformity with ordinary 
custom, the advertisement is legitimate. In a 
community where the number of medical prac- 
titioners is small, the name-plate has relatively little 
significance. Everyone knows where each doctor 
lives and practises and everyone knows if one of 
the doctors is a specialist. The name-plate in these 
circumstances has become a habit. In larger and 
more populous centres, the general practitioner's 
name-plate undoubtedly serves a purpose. The title 
of doctor or some equivalent to indicate that the 
owner is not a professor of music or of hairdressing, 
nor yet a herbalist or “beauty doctor,” is essential. 
Without this indication it would fail in its object. 
In large cities and especially in those streets where 
genuine or self-styled consultants and specialists 
are segregated, the title of doctor. is superfluous. A 
patient is advised to consult a surgeon, physician 
or specialist in Macquarie Street in Sydney, in 
Collins Street in Melbourne, in Wickham Terrace 
in Brisbane, in North Terrace in Adelaide and so 
on and he uses the name-plate to assist him in 
locating the proper house. It is vain to argue that 
the statement of a specialty on the name-plate under 
these circumstances has any other purpose than that 
of attracting patients. 

A dignified and proper name-plate is a narrow 
piece of brass with the name in small black letters. 
The tendency of the day is to increase the size of 
the plate and the size of the letters. Some name- 
plates attain considerable dimensions and the name 
and other details form an advertisement that can- 
not be overlooked. Apart from the bad taste 
displayed by the owner of such a name-plate, it 
must be regarded as an offence against medical 
The legitimate use of the name-plate does 
If these 
brazen enormities were countenanced, some more 


ethics. 
not attach to such a screaming notice. 


enterprising doctors might go one step further and 
use electric light signs to call the attention of the 
public to their existence. Up to the present the 


medical profession has not had to face this problem, 
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although the same cannot be said of the dental 
profession. 


able for a medical practitioner to announce a 
specialty on his name-plate. While the Federal 
Committee was not prepared to endorse this view, it 
appears that it would have done so, had it not 
been for the fact that the precedent had already 
been established in Australia. It is not improbable 
that the matter will be revived in the future and 
that a bolder attitude may be adopted. The ideal 
rule would be that no member of a Branch of the 
British Medical Association in Australia should be 
permitted to display a name-plate larger than 
fourteen inches in length and four inches in depth, 
that the letters should not exceed one and a half 
inches in depth and that only the name with the 


rule, if enforced strictly, would enhance the dignity 
of the medical profession and no one would suffer 
hardship as a result. A rule that is ignored, is 
worse than useless. 


<i 
<i 





Current Comment, 


ABSORPTION BY LYMPHATICS. 


Tue lymphatics first become evident in the human 
embryo during the sixth week of development. They 
arise as endothelial buds from the veins. The buds | 


form a plexus and then a sac. From the sac 


endothelial vessels grow out and the sac is ultim- | 
ately transformed into a group of lymphatic glands. | 


The function of the lymphatics is similar to that of 


the blood capillaries, they absorb substances from | 
the tissue spaces. While the capillaries, however, | 


have to bring nutriment to the tissues, the 
lymphatics are concerned solely with the removal 
of substances. The mechanism by which this 


of the lymphatic system the Walls of the lymph 
vessels become less and less complete as_ they 
approach the tissues and finally they disappear in 
the tissue spaces. According to this view there 


would be a direct communication between the inter- | 


cellular spaces of the tissues and the lymphatics. 
It must be pointed out that some anatomists hold 
the view that the lymphatics are developed from 
tissue spaces, that isolated vesicles arise and that 
as development proceeds, continuity is established. 
Although there is a certain amount of divergence 











_ of opinion as to the origin of lymphatic vessels, 
| it is generally accepted that the lymphatic system, 
| like the blood vascular system, is a closed one. In 
The New South Wales Branch asked the Federal | other words the older conception, just referred to, 


Committee in 1922 to declare that it was undesir- | 


has been discarded. If the lymphatics form a closed 
system, the lymph cannot be the same as the actual 
tissue fluid and it is known that these two fluids 
differ both in composition and function. The lymph 
fluid is tissue fluid modified by its passage through 
the walls of the lymph capillaries in the same way 
that blood serum is tissue fluid modified by its pas. 
sage through the walls of the capillaries. The 
passage of substances through the walls of the 
lymphatic capillaries must take place either through 
the cytoplasm of the cells or through the inter- 
cellular spaces. There is no doubt that as far as 
colloid material is concerned the cytoplasm of the 
cell takes an active part. In regard to particulate 
matter there is a difference of opinion. In a review 
of the subject of the absorption of particulate matter 
from the peritoneal cavity, published in 1926, 
Cunningham concluded that most if not all of the 
particulate material that is absorbed from the peri- 
toneal cavity, passes directly through the living 


| cytoplasm of the mesothelial cells. Howard Florey 
title of doctor should be displayed on it. Such a | 


has recently assailed this view and has recorded 
some interesting experiments to support his 
contention.! 


Florey came to the conclusion that the subject was 
worth reinvestigation, because the correctness of the 


_ doctrine of the passage of large particles through 
| the protoplasm of the cells merely as a method of 


transport seemed improbable. In his first series 
of experiments he injected the diaphragms of 


rabbits and rats with various fluids. He describes 
_in detail the technique which he adopted. It is 
| unnecessary to enumerate the various steps in this 
_ place. The fluids used were Indian ink, “Hydro- 


kollag 330” and a solution of starch coloured with 


| iodine. The most satisfactory results throughout 


his work were obtained with “Hydrokollag 330”; 


‘this is a stable suspension of very fine graphite 


particles which do not precipitate in the presence of 
serum. At a pressure of 2:5 centimetres of water 
several] streams of injection material could be seen 
issuing from the diaphragm into the overlying saline 
solution. The streams increased in number 
as the pressure was raised until large amounts 


| of injection material poured out from numerous 


points at about thirty centimetres of water. 


absorption is effected, is a matter of importance. | The leakage occurred only from those por. 


According to the older conception of the structure | tons of the lymphatics in intimate contact with 


the peritoneal cavity (the lacune) and not from the 


_ vessels more deeply embedded, until very high pres- 


sures were reached. Experiments were then under- 
taken to show that the low pressures at which 
material escapes, are of a physiological order. It 
was thought probable that a pressure was developed 
between the diaphragm and the liver in quiet 
respiration sufficient to cause fluid to pass along 
the vessels. To test this a small rubber balloon, 


“ British Journal of Experimental Pathology, December, 
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tied on a gum elastic catheter of small bore, was 
inserted between the liver and diaphragm of a 
rabbit. The abdomen was closed by suture and as 
much air as possibie was evacuated from the peri- 
toneal cavity. Under these conditions a difference 
of pressure of three to five centimetres of water 
was developed by the respiratory movement of the 
diaphragm. The abdominal walls were completely 
relaxed owing to anesthesia and slight pressure by 
the hand was capable of raising the pressure in 
the balloon several centimetres of water. It might 
thus reasonably be expected that active contraction 
of the abdominal muscles would be capable of 
causing a considerable rise in pressure. It was in 
this way that Florey’s attention was focused on 
the importance of intraabdominal pressure. A 
rabbit was killed by a blow on the head and its 
thorax was removed so as to expose the pleural 
surface of the diaphragm. Twenty cubic centi- 
metres of graphite ink were injected into the peri- 
toneum and allowed to run between the diaphragm 
and the liver. The intraabdominal pressure was 
then raised by steady squeezing with the hand. By 
this means the whole of the lymphatics of the 
diaphragm was rapidly and completely injected. 
Another rabbit was anesthetized and fixed with 
its pelvis well above the level of the diaphragm. 
Graphite ink was then injected and the animal was 
killed quickly so that it did not struggle. On 
examination a very small collection of ink was 
found in a few lymphatics only. Another rabbit 
of the same size was taken and was given a similar 
It was 


intraperitoneal injection of graphite ink. 
picked up by the hind legs so that it had to utilize 


#f° abdominal muscles in readjusting itself. It 
was then made to jump around on the floor. At 
the end of three minutes it was killed by a blow on 
the head and its diaphragm was examined. In this 
animal the injection of the lymphatics of the 
diaphragm was complete and the graphite ink was 
issuing from the thoracic duct into the venous 
system. Florey comes to what he describes as the 
inevitable conclusion, that the intraabdominal pres- 
sure plays a predominant rédle in the removal of 
both fluids and particles from the abdominal cavity 
hy way of the lymphatics. It thus follows that 
experiments performed on anesthetized animals to 
determine the absorption rates by the lymphatics 
and blood vessels give a far from accurate picture 
of what occurs under normal conditions. Florey 
points out that the rapidity and the dependence on 
pressure of the processes just described render it 
very unlikely that the particles passed through the 
cytoplasm of the cells. When phagocytic cells have 
once taken up particles, they do not rapidly dis- 
charge them. Though the phagocytic cells take up 
particles rapidly, rapidity of ingestion is not to be 
compared with the rapidity with which the graphite 
ink particles issue from the thoracic duct. Florey 
insists that to find particles of ink in the cytoplasm 
of these cells is not good evidence that these par- 
ticles are being transported vid the cytoplasm; the 


cells are undoubtedly capable of phagocytic activity. | 
- cause respiratory embarrassment. 


He holds that apart from these arguments the his- 
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tological pictures which he has obtained, furnish 
good evidence that the early conception of 
MacCallum is correct and not that of Cunningham. 
In illustrations of sections obtained by Florey in 
repeating some of MacCallum’s experiments, the 
intercellular spaces may be seen clearly and com- 
pletely outlined by the black graphite. Florey states 
that Cunningham was unable to obtain this result 
in repeating these experiments. When graphite is 
injected into the peritoneal cavity, it is found uch 
more faintly in the abdominal wall than in the 
diaphragm. This is explained by the fact that 
MacCallum found that there is a very tenuous, com- 
plete, basement membrane to the mesothelial cells, 
except over the deep lacune where it is replaced 
by a fenestrated membrane. The graphite can pass 
through this fenestrated membrane, but not through 
the complete basement membrane, though it can 
penetrate between the cells as far as the basement 
membrane. Florey does not deny that phagocytosis 
plays a part in removing foreign material, but he 
points out that phagocytosis is begun much later 
than the process which he is considering. It must 
be pointed out again that his observations do not 
deal with colloidal solutions, for he gives details 
of observations which show that these solutions in 
all probability penetrate into the lymphatic vessels 
by passing through the cytoplasm as well as between 
the cells. 

There can be no doubt that Florey has made out 
a good case as far as the absorption of particulate 
matter under increased pressure is concerned. The 
deposits of black colouring matter between the cells 
as shown in his photomicrographs cannot be gain- 
said. It is a pity that he did not carry out experi- 
ments by which the effect of measured pressure 
could be compared with absence of increased pres- 
sure, and also experiments extending over a longer 
period without the application of increased pressure. 
It will be more difficult to determine what share 
the living cytoplasm takes in the passage of non- 
particulate matter. That it does take a share in 
this is admitted by Florey and there is evidence 
to show that some lymphatics have a selective 
action. In regard to the application of his views 
reference may be made to two points. The first has 
to do with the absorption of fats by the lacteals. 
He holds that pressure here is largely instrumental, 
as it is in the diaphragm and that this pressure 
is supplied by the muscular action of the intestinal 
wall. The other point is a recommendation which 
he makes in regard to the therapeutic injection of 
fluids into the peritoneal cavity, as is sometimes 
done in the treatment of children. If abdominal 
pressure is increased by mechanical means, absorp- 
tion will be more rapid. Florey recommends 
massage or the application of a tight binder. In the 
living child the injection of fluid into the peritoneum 
will increase the intraabdominal pressure to a cer- 
tain extent. Whether it would be wise to add to 
this would depend, of course, on the condition of the 
child. Children for whom this procedure is carried 
out, are often intolerant of anything which might 
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Abstracts from Current 
Wevical Literature. 


GYNASCOLOGY. 


Results of Radium Therapy for 
Uterine Carcinoma. 
J. AMREICH (Wiener Medizinische 
Wochenschrift, January 1, 1928) sum- 
marizes his results following the use 


of radium for uterine carcinoma. From | 


1913 to 1919 twenty-six patients with 


cervical carcinomata, mainly border | 


line conditions, were treated with 


radium. The results were deplorable. | 


Only one was alive in 1924. As a 


result of this experience the author | 


does not advocate the use of radium 
in operable conditions. 


able cervical carcinomata were treated. 
Fifty-eight did not continue 


six or 141% 


dreaded by most of the patients. Com- 


parison is made between the patients 
who received post-operative radium | 
treatment, and those who did not. Of | 


the group receiving no treatment two- 


thirds died within five years, in the | 


second group in which radium treat- 


ment was not very thorough, three- | 


fifths succumbed as compared with 
cure in 50% to 75% of those receiving 
a prolonged course, that is, over 
twenty-one hours’ application of 
radium. Fifteen patients with recur- 
rence following operation were treated 
with only two recoveries. The best 
results followed treatment of growths 
in the vaginal vault. If the growth 
extended to the pelvic walls, the 
amount of treatment necessary caused 
severe lesions of the bladder and 
rectum. These patients are better 
treated with deep X ray therapy. Nine 
patients with carcinoma of the body 
of the uterus were treated. None 
was alive after five years. It is obvious 
that radium cannot supplant operation. 
for this type of condition. No lasting 
results can be expected to follow any 
treatment of advanced vaginal car- 
cinoma. Fourteen patients with such 
lesions were treated, but none sur- 
vived. Of nine patients with vulvar 
carcinoma only two have remained 
cured. However, in two other 
instances life was prolonged for three 


years until further recurrences caused | 


death. 


Radiotherapy in Gynzcology. 


P. Werner (Wiener Medizinische | 


Wochenschrift, November 26, 1927) 


discusses the indications for radio- | 
Regarding | 
be | death and by the fact that they last 


therapy in gynecology. 
myomata no young woman should 
treated with X rays or radium; these 
should be reserved for patients over 
forty years of age. 


are large myomata, submucous myo- 


mata because of the risks of hemor- | 
subperitoneal | 


rhage and_ infection, 
pedunculated growths because of the 
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During the | 
same period 249 patients with inoper- | 


the | 
course and only three were alive five | 
years later. Of the remainder twenty- | 
could be regarded as | 
cured. Fistula formation was unfor- | 


tunately rather frequent and was | , 
| useful in post-operative treatment and 





The main contra- | 
indications to the use of radiotherapy | 


possibility of torsion, myomata show- 


| ing any signs of degeneration and all | 
conditions with associated lesions of 


the appendages requiring operation. 
In patients with abnormal menstrual 


| disease only those at or near the meno- 


pause should have radiotherapy. The 
author prefers to apply radiations to 
the pituitary gland first of all and, 
if no improvement be noted, to do the 
same to the liver and spleen rather 
than to expose the ovaries to radiation. 
If a mistake has been made and 
pregnancy is found to exist, the uterus 
should be emptied forthwith. There 
is sufficient evidence to show that the 
fetus is adversely affected by radio- 
therapy in such doses. Radiotherapy 
is the best treatment for irregular 
hemorrhages at the climacteric. It 
is also the most suitable method in 
all cases of genital and peritoneal 
tuberculosis and can be employed with 
certain success even after operation 
has been’ unsuccessful. Pruritus 
vulve, due to kraurosis or to condylo- 
mata, also reacts well to this treat- 
ment. All patients with operable 
uterine carcinoma and sarcoma should 
be operated upon. Radiotherapy is 


also when recurrences are noted. 


Treatment of Climacteric Disorders. 


J. Harsan (Wiener Medizinische 
Wochenschrift, January 1, 1928) dis- 
cusses the effect of the menopause 
especially on the female nervous 
system. Flushings and sweatings are 
best controlled with a combination of 
theo-bromine, calcium lactate and 
small amounts of nitro-glycerine. In 
resistant cases venesection has proved 
of value. Hot baths with cold applica- 
tions to the spine as well as mustard 
foot baths should be combined with 
these drugs. The blood pressure is 
generally raised, but may also be low. 
Tachycardia and extra systoles are 
frequently present and it may be diffi- 
cult to exclude organic disease. The 
effect of the menopause on the vegeta- 
tive nervous system is well illustrated 
by the frequency of biliary colic and 
alterations to the intestinal tonus 
causing diarrhea or constipation and 
meteorism. These are best treated’ 
with pyramidon, belladonna or codein. 
Pain along the main blood vessels 
may be an important symptom. This 
vasalgia is noted mainly in the 
carotid, temporal, brachial, abdominal 
aorta, iliac and femoral arteries. 
When the internal iliac artery is 
affected, a wrong diagnosis of chronic 
inflammation of the ovary is often 
made and useless local treatment ad- 
vocated. ‘“Pyramidon,” antipyrine and 
aconite are all useful remedies. False 
angina pectoris is differentiated from 
the true form by the attacks being 
less painful, the absence of definite 
dyspnea and the feeling of imminent 


longer and are more chronic. It is 
best treated by two to three drops of 
a 1% solution of nitro-glycerine given 
by the mouth. Morphine may be 
required when the symptoms are 
severe. In addition the patient must 
be reassured of the nature of her 
complaint. 
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of the fifth nerve and in the lower 
extremities, may occur. It is fre. 
quently resistant to the ordinary 
remedies, although diathermy may be 
successful. Injections of “Yatren” 
casein are frequently useful. Pruritys 
especially of the anal and genital 
regions may ‘be severe. If local 
applications of 2% copper sulphate 
solution or tincture of iodine are use. 
less, X rays should be tried. In some 
instances infiltration of the affected 
areas with. 05% solution of ‘“Novo- 
cain” will prove successful. * Occasion- 
ally joint affections occur and 
the treatment is very unsatisfactory. 


| 


The Influence of Fibroids on 
Pregnancy and Labour. 


JoHN OssBorN PoLaK (Surgery, 
Gynecology and Obstetrics, January, 
1928) reviews the question of the 
influence of fibroids om pregnancy and 
labour. He points out that they pro- 
duce a relative degree of sterility 
either by impairing fertility or by 
favouring the early termination of 
conception by the production of abor- 
tion, due either to the disturbance in 
the normal circulation or to increase 
in the muscular activity of the uterus. 
During pregnancy the fibroids tend 
to grow. It is, however, their location 
which will determine their effect on 
the particular pregnancy. In quoting 
a series of cases with illustrations the 
author points out that there is an 
incompatibility between pregnancy 
and fibroids. This is demonstrated 
by (i) the frequency of sterility; (ii) 
the tendency to abortion and prema- 
ture labour and the stormy experience 
which some of these patients have in 
pregnancy and labour, and (iii).the 
degenerative changes which occur in 
these tumours in the puerperium. The 
question of the management of fibroid 
tumours in pregnancy resolves itself 
into determining (i) whether the life 
of the patient is endangered by allow- 
ing the growth to remain and (ii) 
what effect its removal will have on 
the continuation of pregnancy. Women 
with myomata of the uterus go 
through pregnancy and often repeated 
pregnancies with but little difficulty. 
Tumours that are apparently impacted 
in the pelvis, are frequently lifted out 
spontaneously either in the course of 
pregnancy or labour. Therefore thera- 
peutic abortion or hysterectomy is 
rarely indicated. The policy should be 
one of “intelligent aseptic expectancy,” 
but the surgeon should always be ready 
to act. The author delays any opera- 
tion until after the viability of the 
child and tries to prevent abortion by 
instruction as to-marital relations, rest 
at the expected menstrual period, with 
the daily employment of the knee- 
chest position. When the tumour is 
found in the pelvis in the early 
months of pregnancy attempts are 
made to displace it with the patient 
in the knee-chest position. When this 
fails, the position is adopted daily 
and is preceded by a minute or two 
of the “mule kick” three times a day. 
Only when (i) the tumour has become 
incarcerated and (ii) when a pedun- 





True neuralgia, especially | 


culated tumour has become twisted or 
(iii) a subserous growth enlarges so 
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rapidly that it embarrasses the heart 
or respiration or the development of 
the pregnancy, is any operation called 
for during the continuance of the ges- 
tation. In red degeneration he holds 
that it is safer to allow the acute 
symptoms to subside and the preg- 
nancy to progress than to attempt 
myomectomy, for clinical and patho- 
logical study of this form of cir- 
culatory necrosis shows that it is 
usually checked before tumour destruc- 
tion has progressed to any great 
degree and seldom has a serious 
effect on the pregnancy. At term, if 
the tumour blocks the passage, the 
author uses the knee-chest position 
and waits to see if retraction of the 
lower segment will lift the tumour 
out. If not, delivery should be by 
Cesarean section followed by enuclea- 
tion or by hysterectomy, dependent 
on the size of the tumour and the 
number of the fibroids. 


Chronic Endocervicitis. 


C. Jerr MILter (Surgery, Gynecology 
and Obstetrics, March, 1928) holds 
that endocervicitis is an infective 
disease which does not tend to cure 
spontaneously and the sequele of 
which may be extremely serious. 
Every affected person, _ therefore, 
should be promptly treated. Any 


treatment to be successful must be | 


directed towards the underlying 
pathological change rather than to- 
wards the manifestations of the 


disease and this pathological change 
cannot be clearly realized unless there 


is an accurate comprehension of the 
histology of the cervix and _ the 
lymphatic circulation of the pelvis. 
Local treatment is very unsatisfactory 
and diathermy, ionization, alcoholic 
injections and similar measures give 
only partially satisfactory results and 
are not free from danger. Radium 
treatment often gives excellent results 
in selected cases, but is too dangerous 
to be employed as a routine measure. 
Prophylaxis, especially after parturi- 
tion, will result in the elimination of 
a large proportion of the cases. 
According to the conditions present, 
cauterization, trachelorrhaphy, the 
Sturmdorf operation or complete 
amputation’ must be done, although 
the latter proceeding should’ be 
avoided when possible. Any surgical 
operation is best preceded by a pre- 
liminary course of treatment, the 
object being to reduce hypertrophy 
and inflammatory reaction in the 
structures and to restore the normal 
relation of the parts. 


R. L. Dickinson (The American 
Journal of Obstetrics and Gynecology, 
November, 1927) draws attention to 
the fact that while the mortality and 
morbidity due to most world scourges 
is being steadily reduced, gonorrhea 
has not yielded and he considers it 
the duty of gynecologists to make a 
concerted attack upon this disease. 
Gonorrhea is still a serious cause of 
sterility, invalidism, chronic infections 
and mutilating operations. This is 
due largely to the failure of society 
to deal effectively with the problem 





of prostitution. 


| 


On account of the | 


little discomfort suffered by women | 


even in the acute stages of infection, 


it is imperative that adequate treat- | 


ment should be enforced by law. The 


difficulty of obtaining secretion from 


the vulvo-vaginal glands is a serious 
obstacle to establishing the diagnosis 
in many instances. 
of the chronic infections of the cervix, 
AHunner’s method of using the cautery 
is to be preferred. 


In the treatment | 


This consists of | 


making radial cuts into the cervical | 
tissues with the cautery blade. A | 
platinum spiral upon a porcelain core | 


may be used inside the canal. Treat- 
ment is administered every three 
weeks and from three to six applica- 
tions are needed. A daily douche is 
given in the intervals. In addition 
the patient must be kept under 


observation if satisfactory results are | 


to be obtained. 


Cancer of the Cervix. 


H. Scumirz (The American Journal 
of Obstetrics and Gynecology, Novem- 
ber, 1927) discusses the relation of 
infections and of pregnancy to the 
etiology and prophylaxis of cervical 
carcinoma. Four hundred consecutive 
cases have been investigated. No 
definite relationship between cancer 
of the cervix and the number of 
children could be established. 
Numerous births do not favour the 
appearance of cancer. Inflammatory 
conditions resulting from infection, 
irritation from without and trauma 
are apparently the predisposing causes 
of malignant disease of the cervix. 
The prognosis and treatment depend 
upon the extent of the growth and its 
histological characteristics. From the 
point of view of prophylaxis cervical 
erosions must be treated whenever 
discovered and every mother should 
be examined for lacerations eight or 
ten weeks after parturition. 


Ovarian Metastasis in Cancer of the . 


Uterus. 
E. Novak (The American Journal 


of Obstetrics and Gynecology, October, | 


1927) discusses the importance of im- 
plantation by way of the tube, of 
cancer cells when the uterine body is 


the seat of the primary growth. A | 


reciprocal relationship exists between 
the uterus and ovary as regards the 
extension of cancer from one organ 
to the other. The ovary is very prone 
to secondary deposits and authorities 
differ as to whether the uterus or the 


ovary is more frequently the seat of | 


primary cancer. There are four 
routes by which secondary growths 
may reach the ovary, by the lymph 
stream, by the blood stream, by direct 
extension and by way of the Fallopian 
tubes. The lymph stream is univers- 
ally recognized as the most important 
channel of dissemination of cancer 
deposits in all parts of the body; this 
has been incontrovertibly proved by 
microscopical examination. To explain 
infection of the uterine body from 
ovarian cancer it must be assumed 
retrograde lymphatic dissemination 
occurs. The fact that nodules are 
found in the perimetrium and the 
muscle layers, supports this view, as 


also does the frequency of tubal in- 
volvement. The fact that the tubal 
wall is more often affected than the 
mucosa is against the direct implanta- 
tion theory. There is very little direct 
evidence on the subject of the trans- 
ference of cancer from ovary to uterus 
and vice versa by the blood stream. 
It is impossible to draw a sharp line 
of demarcation between direct exten- 
sion and lymphatic dissemination, but 
in advanced growths penetration may 
occur. Although possible, there is 
little evidence to indicate that im- 
plantation of transported cells plays 
any part in ovarian metastases. No 
metastasis should be regarded 1s due 
to direct implantation, unless the 
lymphatic route can be excluded. The 
practical importance of the discussion 
lies in the necessity for avoiding 
squeezing of the uterus during opera- 
tion, as cells may be forced out into 
the lymph stream. Ligation of the 
fimbriated ends of the tubes, as sug- 
gested by Sampson, should be worth 
while when there is tubal involvement. 


Radium in Tumours of the Female 
Pelvis. 

A.  HEINEBERG (The American 
Jcurnal of Obstetrics and Gynecology, 
August, 1927) reports two cases of 
new growth of the recto-vaginal 
septum in which treatment by radium 
was adopted. Needles containing 12-5 
milligrammes of radium were inserted 
into the growth through incisions in 
the vaginal wall. The facts that no 
abnominal incision is required and 
that a difficult dissection may be 
avoided, constitute the advantages of 
the method, more especially as the 
records show that double oophorec- 
tomy has been resorted to in many 
similar cases in which surgical treat- 
ment has been adopted. 


Ovulation in the Human Ovary. 


W. SHaw (The Journal of Obstetrics 
and Gynecology of the _ British 
Empire, Autumn Number, 1927) 
describes the features of follicle ripen- 
ing with special reference to an 
abnormality which leads to the pro- 
duction of ovarian hematomata. The 
reproductive functions are among the 
earliest properties of cell life to be 


| developed and are responsible for 


of life. 





some of the most powerful instincts 
that dominate the habits of all forms 
Of all the physiological pro- 
cesses of the body, among the most 
highly specialized and intricate lie the 
reproductive functions. In the human 


| ovary at periodic intervals primordial 


Graafian follicles hypertrophy and 
become highly specialized in the pro- 
cess of ripening. There is complete 
ignorance of the factors producing this 
and of the reason why only certain 
follicles hypertrophy, while others 
lying in the immediate vicinity remain 
inactive. The primordial follicle con- 
sists of an ovum surrounded by a 
single layer of flattened cells and all 
these cells are derived from _ the 
germinal layer of the embryo. During 
the process of ripening two layers, 
the theca interna and the_ theca 
externo, are developed from the stroma 
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of the ovary. The liquor folliculi is 
developed early, being secreted by the 
granulosa cells of the follicle. Blood 
capillaries are formed freely in the 
theca interna during the process of 
ripening. The phenomena of the 
approach of the follicle to the surface 
of the ovary are described, together 
with the process known as the rota- 
tion of the cumulus or discus pro- 
ligerus. Originally the cumulus is 
directed towards the medulla of the 
ovary, but immediately before rupture 
it lies just below the spot which is to 
-become the stigma. In normal speci- 
mens there is no blood to be found 
in the cavity after rupture, because 
there are no capillaries in the 
granulosa layer prior to ovulation. 
The stigma is closed immediately after 
rupture by a plasma plug. This tem- 
porary closure may be made perman- 
ent by two means. The granulosa 
layer hypertrophies in the prolifera- 
tive phase of the corpus luteum, its 
lips becoming approximated and 
adherent, the plasma plug disappear- 
ing. Connective tissue cells derived 
from the ovarian cortex may grow 
over and obliterate the plasma plug. 
In some cases, however, the stigma 
remains widely patent through 
hemorrhage into the theca interna 
displacing the granulosa cells. The 
most common pathological form seen 
is an ovarian hematoma due to 
hemorrhage into the theca interna of 
a ripening follicle. The majority of 
such specimens is obtained from 
patients with adnexal inflammation 
and uterine fibroids. Such hzmato- 
mata do not appear to influence the 
process of ovulation in any way. 


Peritoneal Implantation of 
Endometrial Tissue. 


J. A. Sampson (The American 
Journal of Obstetrics and Gynecology, 
October, 1927) in an article profusely 
illustrated with microphotographs 
reports an investigation into the 
origin and mode of transit of endo- 
metrial tissue implanted upon the 
peritoneum. In this report only tissue 
disseminated by menstruation is dealt 
with. The implantation theory of the 
author does not account for all 
instances of ectopic endometrium in 
the pelvis and menstruation is only 
one means of dissemination. Men- 
strual blood escapes into the peritoneal 
cavity from the rupture or perforation 
of endometrial cysts or cavities of the 
ovary and possibly of other pelvic 
structures, from menstruating endo- 
metrium growing on the surface of 
the ovary and other organs, from the 
uterine cavity as a back flow through 
the tubes, from menstruating tubal 
mucosa. Embolic or _ metastatic 
growths of endometrial tissue have 
been found. Menstrual blood irrespec- 
tive of its source may contain pieces 
of endometrium. Evidence of the 
viability of endometrium disseminated 
by menstruation and of its survival 
when implanted upon suitable tissue 
is adduced. The parietal and visceral 
peritoneum are suitable media for 
this growth. It is stated that the 
tubes of patients suffering from 
endometriosis are usually patent. 





OBSTETRICS. 





Signs of Foetal Distress During 
Labour. 

FrepericK C. FREED (American 
Journal of Obstetrics and Gynecology, 
November, 1927) has for two years 
observed the relationships existing 
between the changes in the fcetal heart 
sounds and threatened asphyxia. <A 
foetal heart whose rate remains below 
one hundred between pains, is a very 
real sign of distress and either calls 
for extremely careful observation and 
investigation or for the termination of 
labour if this can be done with safety 
to the mother. A funic souffle, per- 
sistently heard, usually indicates a 
cord around the neck or pressure on 
the cord and is an extremely valuable 
sign, indicating possible danger to 
the fetus. The appearance of 
meconium is not per se of vital 
importance, but the presence of 
meconium with a slowed fetal heart 
is an added indication for interfer- 
ence. A rapid fetal heart is usually 
not of serious import, nor is a fetal 
heart that fluctuates or varies, pro- 
vided it is within the usual normal 
range. Occasionally, however, a child 
may be born dead and the fetal heart 
show no indication of the impending 
asphyxia, even when carefully 
observed throughout the labour. Such 
deaths are usually due to some form 
of cerebral injury involving the 
respiratory centre. Syphilis has not 
been found to be a factor in influenc- 
ing the rate of the fetal heart during 
labour. A small pelvis, early rupture 
of the membranes or frequent strong 
uterine contractions have a definite 
effect in slowing the fetal heart, 
especially if any of these conditions 
are continued. Prolongation of the 
first stage of labour influences the 
heart rate of the fetus very little, 
but during the second stage the con- 
dition is much more pronounced and 
frequent changes in the rate of the 
foetal heart occur more commonly in 
the second stage; therefore more 
frequent observations are necessary. 


Trial of Labour. 

H. Bamey anp H. C. WILLiAMson 
(The Journal of the American Medical 
Association, December 17, 1927) report 
a series of cases in which trial of 
labour was adopted for contracted 
pelvis. External pelvimetry definitely 
establishes the type of pelvis, whether 
it be the generally contracted, the 
flat, the funnel or the irregularly con- 
tracted type. It discloses the rhachitic 
pelvis by the distorted relation of the 
spines to the crests, shortening of the 
external conjugate and a transverse 
widening of the outlet. Observation 
of the rhomboid of Michaelis gener- 
ally reveals contracted pelves by being 
transversely narrowed and when 
shortened from above down, it shows 
that the pelvis is flattened antero- 
posteriorly. The authors recommend 
internal pelvimetry for determining 
the degree of contraction. In order 


to obtain an estimate of the true con- 
jugate they arbitrarily deduct 1-5 
centimetres from the diagonal con- 





jugate. They do not consider as a 
contracted pelvis one which has a true 


' conjugate, as estimated above, of 


more than 9-5 centimetres (three and 
three-quarter inches) or one in which 
the interischial diameter is more than 
seven centimetres (two and three. 
quarter inches). The unknown factor 
in contracted pelvis is the malleability 
and compressibility of the foetal head 
and for this reason the patient should 
be permitted to undergo a trial of 
labour for twelve hours. The authors 
do not make any examinations either 
rectal or vaginal, but rely upon 
Pawlik’s grip to determine whether 
the head has entered the brim. The 
pains must be strong for the period 
of twelve hours to make the trial a 
satisfactory one. The authors recom- 
mend that the trial should be per- 
mitted to continue after the rupture 
of the membranes, but they make 
every effort to avoid artificial rupture. 
In 66% of the patients delivery was 
spontaneous. In all six hundred and 
seventy-six patients with contracted 
pelvis according to the above men- 
tioned standards were investigated. 
Of the operative deliveries 9:9% were 
by Cesarean section and the remainder 
by version, forceps or craniotomy. The 
maternal mortality among the total 
patients with contracted pelvis was 
0-44% and the gross fetal mortality 
was 6:2%. 


Spinal Anzesthesia in Obstetrics. 


S. A. Coserove (The American 
Journal of Obstetrics and Gynecology, 
December, 1927) reports the results 
of spinal anesthesia used in fifty- 
four deliveries. These included instru- 
mental delivery, Czsarean section, 
version and manual removal of the 
placenta and ten normal deliveries. 
He also reports the results of a ques- 
tionnaire sent to hospitals in Canada 
and the United States of. America; 
among ninety-three replies. there were 
only four in which the method used 
was stated. The advantages of the 
method are perfect analgesia, absolute 
muscular relaxation, stimulation of 
intestinal peristalsis, no toxicity from 
absorption of the drug and lowered 
arterial tension which is distinctly of 
advantage in the toxemias. The 
method also has no effect upon the 
liver and kidneys, it has no deleterious 
action upon the respiratory and 
central nervous systems, it does not 
cause cyanosis and it has no ill effect 
upon the fetus. The dangere are 
vasomotor, cardiac and _ respiratory 
paralysis and nausea and vomiting 
during operation as well as the occur- 
rence of various paralyses. The 
method adopted by the author is to 
inject at the level of the fourth 
lumbar interspace, to withdraw two 
to two and a half cubic centimetres of 
Spinal fluid and to dissolve in this 
fifty to seventy-five milligrammes of 
“Novocain.” The resulting mixture 
is injected. A contraindication to the 
use of the method is a systolic blood 
pressure of less than 110 millimetres 
of mercury. Should the blood pres- 
sure fall excessively during the opera- 
tive procedure, adrenalin quickly con- 
trols this. This method of producing 
analgesia is not suitable for the first 
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stage. It is not suggested that it be 
used as a routine method. As inhala- 
tion narcosis is contraindicated in 
eclampsia and_ the toxemias, the 
author urges that spinal anesthesia 


should be used as definitely conserva- | 


tive of maternal and foetal life. 


Toxzemias of Pregnancy. 


J. Corwin AND W. W. HERRICK (The | 
American Journal of Obstetrics and | 
Gynecology, December, 1927) discuss — 


the findings in a series of two hundred 


and ninety-one patients suffering from | 
toxemias of pregnancy. They classify | 


them into three groups: those suffer- 


ing from the acute convulsive or | 
eclamptic type, those suffering from | 
the nephritic type, characterized by a | 
non-protein nitrogen blood content | 
above 40% and those suffering from | 


the hypertensive or cardio-vascular 
type, characterized by a blood pressure 
above normal without convulsions and 
without albuminuria. The authors, 


being convinced that in the normal | 
woman the blood pressure falls, con- | 
sider a limit of 140 millimetres of | 
mercury as too high a minimum. The | 


records in some instances extend to 
six years post partum and informa- 
tion is available as to renal and 
cardio-vascular disease following upon 
pregnancy even at long intervals. The 
authors consider that a normal blood 
pressure during the puerperium is no 
guarantee that hypertension will not 
reappear months or years later. The 
fall of blood pressure consequent upon 
the death of the fetus is apt to be 
misleading, as the obstetrician may 
think that the condition has been 
ameliorated. The intravenous admin- 
istration of magnesium sulphate is 
stated to have prevented the onset of 
convulsions. Hypertension was ob- 
served in all but two of the fifty-six 
patients regarded as suffering from 
the convulsive type of toxemia. The 
patients in the nephritic group made 
the poorest showing from the obstetric 


point of view. As regards treatment | 


prophylaxis is most important. When 
toxemia is diagnosed, mental and 
physical rest is enforced, the diet is 
low in protein and salt and contains 
a large amount of carbohydrate and 
the normal amount of fat. Elimina- 
tion is encouraged by bowel and skin. 
When needed, relaxation is secured by 
sedatives such as bromides, chloral, 
paraldehyde, morphine and sulphate 
of magnesia. If fits occur, an intra- 
venous injection of twenty-five cubic 
centimetres of a 10% solution of mag- 
nesium sulphate should be given. In 
acute convulsive toxemia attempts to 
hasten delivery by mechanical inter- 
ference are unwise. The authors state 
their inability to form any conclusions 
as to the cause of the toxemias of 
pregnancy. They consider that the 
type of patient has a great deal to 
do with the condition. The patients 
are usually large, overweight, with 
large heavy muscles, thick skin, large 
features, with hands of a broad square 
pattern, not infrequently a masculine 
distribution of hair and spaced incisor 
teeth. In a proportion of the patients 
a tendency to acromegaly was detected. 
The authors believe that the search 








for a specific toxin will end in failure 
and that pregnancy merely reveals 
latent weakness and _ gives’ the 
obstetrician valuable information as to 
what may be expected under subse- 
quent strains. They recommend that 
more attention should be paid to the 
study of the woman who makes this 
abnormal response to pregnancy. 


Maternal Mortality in Canada. 


Heten MacMourcuy (The Canadian 
Medical Association Journal, Decem- 
ber, 1927) summarizes the results of 
the comprehensive inquiry carried out 
by the Dominion Bureau of Statistics 
and the Provincial authorities with 
the help of the medical profession 
under the authority of the Minister of 
Health of Canada. The time was a 
year including part of 1925 and 1926. 
Eleven thousand official returns were 
received recording the deaths of all 
women from fifteen to fifty years of 
age. The maternal deaths amounted 
to 1,202 of this number. A form was 
forwarded to each of the medical 
attendants asking for a medical his- 
tory and about 92% of replies were 
received; it is chiefly upon these re- 
ports that the official report is based. 
There were a further 2,800 patients 
who were in a doubtful category and 
to the medical attendants of these 
another form was sent asking in 
addition to the history, a series of 
questions as to pregnancy and its bear- 
ing upon the condition causing death. 
In 330 of these the answers indicated 
that a relationship existed. Thus the 
total deaths among mothers as a re- 
sult of the process of childbearing for 
twelve months’ investigated was 
brought up to 1,532. The reasons for 
the patients in the latter category 
having succumbed to childbirth were 
as follows: Poor general health, 
cardiac disease, influenza and 
pneumonia, tuberculosis, exhaustion 
by care of home and children, exhaus- 
tion by want of sleep and rest, ex- 
haustion by repeated pregnancy. Of 
the special causes of death those tabu- 
lated are as follows: Sepsis, hemor- 
rhage, toxemias, dystocia. Further, a 
report was made on the use of 
pituitary extract and on the quality 
of the nursing attendance and the 
household help. Figures as to the 
availability and use of prenatal care 
were also compiled. Of the 1,532 
reports only 230 showed that the 
mother had the benefit of prenatal 
care. Of the 230 mothers thus.treated 
forty failed to carry out the required 
number of visits to the medical attend- 
ant. In 128 instances no medical 
attendant was sent for until labour 
was in progress. 


Asphyxia Neonatorum. 


F. R. Forp (Bulletin of the Johns 
Hopkins Hospital, February, 1928) 
reports an investigation to determine 
whether asphyxia alone may leave 
permanent brain damage or more 
specifically whether asphyxia neo- 
natorum may play any part in the 
wtiology of the cerebral palsies of 
infants. Asphyzxia neonatorum may be 
caused by any accident which prevents 
the initiation of respiration immedi- 





ately after the placental circulation 
has been interrupted. Intracranial 
hemorrhage from trauma during 
labour is a common reason for failure 
to breathe. This condition is “asphyzia 
pallida” and is the result not the 
cause of intracranial hemorrhage. 
Gross cerebral hemorrhages have in 
the past been ascribed to asphyxia, but 
they are generally recognized as being 
due to birth trauma, for it has been 
established by various authors that 
mouiding of the head may cause tear- 
ing of the dural septa and consequent 
rupture of the sinuses and smaller 
vessels. Multiple petechial hzmor- 
rhages are found in adults as well as 
in infants as the result of asphyxia, 
but there seems to be no clinical 
evidence that such petechie are of 
any clinical importance. The author 
has carried out a number of experi- 
ments upon cats and kittens, asphyxi- 
ating them in various ways such as 
removing the air from a bell jar with 
nitrogen, carbon monoxide and illum- 
inating gas. In some instances they 
were asphyxiated slowly and in others 
as quickly as possible, moreover the 
oxygen tension was varied in the bell 
jar when the animals were being 
asphyxiated. The author was unable 
to produce brain lesions in cats and 
kittens by the employment of various 
types of experimental asphyxia. 
Recent clinical studies do not support 
the view that asphyxia neonatorum is 
a common cause of cerebral birth 
injury. 


Prophylactic External Version. 


R. A. BarTHOLOMEW (The American 
Journal of Obstetrics and Gynecology, 
November, 1927) holds that breech 
deliveries should be prevented on 
account of the resulting increase of 
fetal mortality and morbidity. The 
frequency of breech deliveries may be 
reduced by the routine practice of 
external version during the last two 
months of pregnancy. Anesthesia is 
rarely necessary. The procedure has 
no apparent harmful effect upon 
either mother or baby during preg- 
nancy or labour. The contraindica- 
tions are multiple pregnancy, pelvic 
contraction of pronounced degree, dead 
foetus, a scar from a previous Cesarean 
section, threatened uterine rupture, 
hydramnios, oligohydramnios, prema- 
ture separation of the placenta and 
onset of labour; placenta previa, 
bicornuate uterus and eclampsia may 
also act as contraindications. The 
objections raised to interference are 
that mistaken diagnosis may lead to 
the alteration of a correct presenta- 
tion, to prolapse of the cord or small 
parts, to tension on the cord, to rup- 
ture of the uterus, to premature rup- 
ture of the membranes, labour may 
be induced prematurely by the 
manceuvre and the placenta may be 
separated. In performing version it 
is necessary to see that the abdominal 
muscles are relaxed, the bladder must 
be empty, the diagnosis must be care- 
fully made and gentleness must be 
used. The turning may have to be 
repeated. Abdominal pads and band- 
ages are of little use in retaining the 
fetus in the new position. 
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British Medical Association Mews. 
SCIENTIFIC. 


A MEETING OF THE TASMANIAN BRANCH OF THE BRITISH 
MEpIcAL ASSOCIATION was held at the Royal Society’s 
rooms, Hobart, on April 17, 1928. In the absence of the 
President, Dr. A. W. SHuae occupied the chair. 


Gonorrheal Salpingitis, Septicemia and Endocarditis. 


Dr. Frank Fay showed a patient, a married woman, aged 
thirty-five years, who had first ‘been seen by him on 
February 9, 1928. A fortnight previously she had been 
examined in Melbourne and had been told that in due 
course an operation would be necessary. She had become 
ill on her return to Tasmania. Vaginal examination had 
revealed extreme tenderness in the right fornix. Previ- 
ously the tenderness had been present in the left fornix. 
A morbid-mitral murmur had been detected. The tempera- 
ture had been 37-8° C. (100° F.) and the pulse rate 110 
in the minute. She had looked very ill and it had been 
decided to keep her under observation for twenty-four 
hours. The following day her condition had become much 
worse and she had been removed to hospital. It had then 
been decided not to operate, but to investigate the condi- 
tion of the patient’s blood. This had been done by Dr. 
J. H. B. Walch. The patient’s condition had remained 


unchanged for about fourteen days. During this time she | 


had been treated on alternate days by intravenous injec- 


flavine.” She had made a slow but good recovery in six 
weeks. 

Dr. J. H. B. Watcu said that on February 13, 1928. Dr. 
Fay had brought him about ten cubic centimetres of blood 
for investigation by culture. The blood had been in a 
test tube with no anticoagulant. 


a sterile pipette and mixed with bouillon. 
The blood had been divided among four flasks of citrated 


nutrient bouillon to give dilutions of 1 in 5, 1 in 10, 1 in 20 | 


and 1 in 40. A loose clot had formed in each flask. Smears 


from the contents of these flasks, made after forty-eight | 


hours’ incubation, had contained in each instance 

numerous Gram-negative diplococci, resembling gonococci 

and a smaller number of Gram-positive staphylococci. 
Plate cultures had been made on Thomson’s medium 


and on ordinary nutrient agar. On the Thomson’s medium | 


after twenty-four hours the discrete colonies of Gram- 
negative diplococci had been about a half to one millimetre 
in diameter and had resembled colonies of gonococci. The 
Gram-positive cocci had formed larger white colonies. On 
the ordinary agar the diplococci had formed microscopical 
“pin-point” colonies after forty-eight hours. A further 
subculture on ordinary agar had yielded no growth. 

Fermentation tubes had been inoculated heavily from the 
plate culture. The medium had been 1% peptone water 
with 05% sodium chloride and 2% of the sugars enriched 
with one-tenth of its volume of human plasma and with 
azolitmin as indicator, adjusted to neutrality. The sugars 
tried had been glucose, maltose and sucrose. After three 
days’ incubation the glucose tube had manifested slight 
acidity without gas. The other tubes had been unchanged. 
Incubation for seven days had produced no further 
change. On the third day subcultures had been made from 
the fermentation tubes on Thomson’s medium and a pure 
growth of diplococci had been obtaifed in each instance. 

The method of Gram-staining used for testing smears 
from the plate culture was Jensen’s modification, recom- 
mended by the Medical Research Committee in 1918; the 
ae with absolute alcohol had taken thirty 
seconds. 





NOMINATIONS AND ELECTIONS. 


THE undermentioned have been elected members of the 
Victorian Branch of the British Medical Association: 

Clemons, Jean Wilmore, M.B., B.S., 1926 (Univ. 

Melbourne), Queen Victoria Hospital, Melbourne. 





It had just started to | 
clot, but had been still sufficiently fluid to be taken up in | 





Gilroy, Alan Brownlie, M.B., B.S. 1927 (Uniy, 
Melbourne), c.o. Bank of Australasia, Prahran. 


THE undermentioned has been nominated for election 
as a member of the New South Wales Branch of the 
British Medical Association: 


Dick, Robert, M.B., Ch.B., 1923 (Edinburgh), F.R.C.S. 
—_— 1926, 7, Benelong Crescent, Bellevue 
ill. 


—S_— 


Ciniversity YJntelliqence. 


THE UNIVERSITY OF SYDNEY. 


A MEETING of the Senate of the University of Sydney 
was held on May 7, 1928. 

The following degree was conferred in absentia: 

Master of Surgery (Ch.M.): James Francis Fahy. 

The following appointments were approved: 

Dr. W. H. Page, Dr. Eric Susman and Dr. W. J. Malcolm 
as Honorary Demonstrators in Anatomy. 

Professor G. Elliot Smith (University of London), Pro- 
fessor H. H. Woollard (University of Adelaide) and 
Professor A. N. Burkitt (University of Sydney) were 


tions of five cubic centimetres of a 1% solution of “Acri- | appointed examiners for the degree of Doctor of Medicine, 


| the applicant being Professor J. L. Shellshear, Professor 
| of Anatomy in the University of Hong Kong. 


Hospitals. 
HEATHERTON SANATORIUM. 


THE daily papers of Melbourne of April 13 and 14, 1928, 
published articles on the administration of the Heatherton 
Sanatorium, Victoria, calculated to undermine the con- 
fidence of the public in this admirable institution and in 
its medical officer, Dr. H. Herlitz. Although some of the 
statements have been withdrawn or contradicted, it is 
obvious that adverse criticism of this kind is highly 
damaging to both the institution and its medical officer. 


| The following letter has been addressed by the Secretary 


of the Tuberculosis Bureau, 451, Little Lonsdale Street, 
Melbourne, to the Minister of Public Health. We trust 
that the widest publicity will be given to the rejoinder 
which is a plain statement of fact. 

Sir: Regarding press reports of 13th and 14th instant, 
as to a number of patients in the Sanatorium having 
been found to be “non-tuberculous,” Dr. Herlitz, the 
former part-time Medical Officer, has appealed to the 
Board of Management, pointing out that the report is 
inaccurate and misleading in many respects and has 
created an impression which is altogether at variance 
with facts, thus placing him in a very false light. 

In refutation of the statements made, Dr. Herlitz 
submits the following contentions: 

(i) With regard to the statement that such patients 
“should never have been in the institution,” Dr. Herlitz 
points out (and rightly so) that the onus of these 
admissions rested with the Public Health Department 
(id est the Tuberculosis Bureau), which controls all 
admissions. 

(ii) That during his term of office, dating from the 
opening of the Sanatorium to the day he left (December 
31, 1927), he paid at least one daily visit—did not merely 
“call occasionally” as the report says—and, whenever 
necessary, more than one and that his services were at 
all times readily available at any hour of the day or 
night. This is well borne out by facts, Dr. Herlitz having 
been always within easy call at his residence in the 
grounds of the Melbourne Benevolent Asylum adjoining. 

(iii) The press reports would make it appear that Dr. 
Herlitz was quite unaware of the condition of the 
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patients alluded to, whereas he calls attention to the 
fact that, before relinquishing the position, he furnished 
a report on all the inmates of the institution and par- 
ticularly emphasized that a number of patients (mostly 
those now under review) who had been there for a long 
time could be discharged, provided accommodation could 
be found for them, either at home or elsewhere. 

The patients in question are, I am to state, all very 
indigent cases, fully half of whom are without home 
or relatives. And those among them who have relatives, 
are mostly unwanted by the latter, the relatives being 
in such poor or otherwise unfavourable circumstances 
that they are not anxious to maintain or care for them. 
One is a woman whose husband is already an inmate of 
the Melbourne Benevolent Asylum of which Dr. Herlitz 
is and has all along been the Medical Superintendent. 
Another’s husband is also an inmate of the Sanatorium. 
The ages of about one-half of the list range from 60 to 
74 and the average age of the cases concerned is 53-4. 

Moreover, they are all cases whom though they do not 
now give positive sputum (id est now contain no tubercle 
bacilli), are almost totally incapacitated and more or 
less seriously afflicted with maladies closely allied 
thereto. Hence they are only suitable for transfer to 
country hospitals, homes for the aged and infirm and 
such hke. They are, in short, those who originally mani- 
festly cases for a sanatorium, have been relieved or 
have had the main feature of the disease arrested and 
are no longer infectious. 

Consequently the Board fully endorses the remarks of 
Dr. Herlitz, who has been a most zealous and capable 
officer, and in fairness to him, as well as on general 
principles, desire that the full facts be made public. 

It was thereupon resolved at the Board’s meeting on 
20th instant, that the matter be thus submitted to the 
Honourable the Minister and the press with a view to 
rectifying any injustice that has unwittingly been done 
by the form in which the report appeared. 

Therefore it is trusted you may see fit to concur in the 
republication of the matter in this form accordingly. 


I have the honour to be, Sir, 
Your obedient servant, 
J. MARTIN, 
Secretary: 


Tuberculosis Bureau. 
April 24, 1928. 
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APPOINTMENTS. 


Tue following appointments, changes et cetera have been 
promulgated in the Commonwealth of Australia Gazette, 
Numbers 32 and 40, of April 5 and 28, 1928. 


AUSTRALIAN MiLiTAry ForcEs. 
First Military District. 
Captain H. Dolman is transferred to the Australian 
Army Medical Corps Reserve, 23rd March, 1928. 
Honorary Captain C.D. Gillies is appointed from the 
Australian Army Medical Corps Reserve and to be Captain 
(provisionally), 26th March, 1928. . 


Second Military District. 
. Australian Army Medical Corps. 

To be Captain (provisionally)—Charles Malcolm Taylor, 
14th March, 1928. Major F. P. M. Solling, M.C., from the 
Australian Army Medical Corps Reserve is appointed to 
command the Ist Field Hygiene Section, 12th March, 1928. 
The provisional appointment of Lieutenant K. C. T. Rawle 
is confirmed. 

The resignation of Lieutenant (provisionally) G. L. 
Burton of his commission is accepted, 10th April, 1928. 


Australian Army Medical Corps Reserve. 
Captain R. A. Fox is placed upon the Retired List with 
permission to retain his rank and wear the prescribed 
uniform, 13th April, 1928. 
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Third Military District. 
Australian Army Medical Corps. 

To be Lieutenant-Colonel—Major F. E. Keane, M.C., 1st 
March, 1928; the provisional appointments of Captains 
W. H. Ward and W. Davis are confirmed. 5 

The provisional appointment of Captain R. H. Small is 
confirmed. 

To be Major—Captain F. K. Norris, 12th March, 1928. 
Major W. W. S. Johnston, D.S.0., M.C., is appointed to 
command the 2nd Field Ambulance, 7th March, 1928, vice 
Lieutenant-Colonel A. M. Wilson, D.S.O., who relinquishes 
the command on 6th March, 1928, and is transferred to the 
Unattached List, 7th March, 1928. Lieutenant-Colonel 
E. R. White is seconded whilst attending a post graduate 
course abroad, 22nd March, 1928. 


Australian Army Medical Corps Reserve. 


Honorary Major C. E. Corlette and Captain J. P. Farrell 
are retired, 21st March, 1928. 


Honorary Captain J. H. Henderson is retired, 23rd April, 
1928. 


Fourth Military District. 
Australian Army Medical Corps. 


Captain P. S. Messent is transferred to the Australian 
Army Medical Corps Reserve, 13th March, 1928. 


Sixth Military District. 
Australian Army Medical Corps Reserve. 


The resignation of Captain A. W. Le Souef of his 
commission is accepted, 28th March, 1928. 


—— 





Special Correspondence. 


LONDON LETTER. 


By Ovr SprcraAL CoRRESPONDENT. 


Post-graduate Work in Europe. 


A LETTER signed by Dr. H. M. Moran was published in 
THE MEDICAL JOURNAL OF AUSTRALIA Of February 11, 1928, 
in which the writer referred to the work of the 
Association pour le Développement des Rélutions 
Médicaies, a bureau for medical men and women desirous 
of information concerning the clinical teaching, operating 
days and so forth at the hospitals in Paris. This bureau, 
it may be mentioned, is in active cooperation with the 
Fellowship of Medicine and Post Graduate Medical Associa- 
tion and Australians visiting London en route for Paris 
can always obtain copies of the latest syllabuses and 
information published by the French Association. 

The Fellowship of Medicine has published a Post 
Graduate Medical Journal for some time and the comments 
on its usefulness which have been received from sub- 
scribers, induce the hope that it is filling a very definite 
need by dealing chiefly with the ordinary cases met with 
by the general practitioner. In addition this journal 
contains post-graduate lectures, clinical demonstrations, 
notes on matters of post-graduate interest, reviews of 
books and information on _ post-graduate courses of 
medical instruction. Articles and correspondence from 
our overseas confréres would be greatly appreciated and 
if any of the readers of THe MepicaL JouRNAL or Avs- 
TRALIA cared to do so, they should forward such contribu- 
tions to the honorary editors, at No. 1, Wimpole Street, 
London, W.1. The subscription to this journal is six 
shillings per annum, post free and specimen copies will 
be forwarded on application. 


It is hoped that during this year the Fellowship of 
Medicine will be able to be of use to those post-graduates 
desirous of studying the wealthy clinical material avail- 
able in London. They would be well advised to call at 
the office at 1, Wimpole Street, Cavendish Square, W.1., and 
ask for the latest programmes concerning the various 
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courses given under its auspices. An interesting feature 
of the Fellowship’s work is the syllabuses of weekly 
clinical demonstrations in medicine, in surgery and in 
ophthalmology, arranged throughout the entire year with 
the exception of the months of August and September; 
such demonstrations are open to the medical profession 
without fee, so that visiting doctors are at liberty either 
to call or to write for these programmes. 


This central bureau also has information relating to the 
post-graduate facilities in Edinburgh, in Glasgow, in 
Ireland, and also in other parts of England and last but 
not least it keeps a register of hotels and boarding house 
accommodation which is useful to those unfamiliar with 
the city. 

The difficulties of transportation to and from the 
hospitals is often a problem to the stranger within our 
gates, but everything possible to solve this puzzle is done 
by means of detailed maps of the London General Omnibus 
routes and the network of electric railways, both under 
the ground and on the surface. To make matters even 
easier a list of hospitals is obtainable whereon is stated 
the locality of the hospital and the best means of 
approaching it. 


A Proposed Rheumatic Clinic. 


It is too early to give detailed information concerning 
the proposed London rheumatic clinic for the working 
classes. The scheme has been started by the Red Cross 
and information may be obtained from its offices at 19, 
Berkeley Street, London, W.1i. This society published a 
letter in The Times on March 20 asking for funds to start 
a clinic for the study and treatment of rheumatism which 
disease is a scourge in England. The representative 
committee embodies all sorts and conditions of trades 
and professions, employers and employed. It is felt that 
the well-to-do man or woman is able to follow the recom- 
mendation to visit the spas for this particular “com- 
plaint” and is thus provided for, but for the poorer classes 
nothing so far has been arranged. About £40,000 is 
required for the establishment of this clinic and the King 
and Queen have shown their approval by sending cheques; 
nearly £19,000 has already been received towards the 
required total. It is hoped by means of-this clinic to be 
able to investigate the early stages of the disease, which 
hitherto has been difficult, if not impossible. The results 
obtained will be invaluable. Special forms of curative 
treatment will be used and for cases which have been 
allowed to become incurable it is hoped to take ameliora- 
tive measures. The insurance societies are greatly inter- 
ested in the scheme and the Ministry of Health has given 
a definite undertaking that the approved societies will be 
allowed to pay capitation fees on behalf of their members 
when the clinic actually opens. 


It is hoped that the clinic will be self-supporting and 
the development of the scheme is eagerly awaited. 


-_— 
—— 





Correspondence, 


ETHICS AND THE AUSTRALASIAN COLLEGE 
OF SURGEONS. 


Sm: After waiting for a reasonable time to see if one 
of the leaders of our profession in Australia would 
champion our accepted standards of medical ethics, it 
occurs to me that even so poor an advocate as myself 
may be better than none. 


So far we have endeavoured to follow British standards, 
as they are fairly high, for the practice of medicine in the 
British Isles has long been controlled by Acts of Parlia- 
ment. In the United States, on the other hand, there is 
no uniformity, as each State has its own law or no law. 
Naturally the United States has become the happy hunting 
ground of the advertising quack and the charlatan of 
every kind. Unfortunately when our Australian surgeons 
decided to found an Australian College of Surgeons they 
chose a Yankee model instead of a British one. All the 





home colleges are teaching and examining bodies that fix 
a high standard for their fellowships, but do not claim 
that their fellows are the only surgeons in the country 
who are capable of doing major operations as they should 
be done and above all, they do not advertise such a claim. 


We must all sympathize with any attempt to raise the 
general standard of surgical work in Australia, but surely 
this should be done by our Universities. And it needs 
doing. At present the young men who receive surgical 
degrees from our Australian universities, have a good 
theoretical knowledge of surgery, but they receive a very 
inadequate practical training. Most of those who receive 
the degrees of M.S., B.S. or M.Ch., have never done a 
major-operation under skilled supervision and direction. 
Yet when these young graduates settle in some isolated 
township, they may at any moment be forced to deal with 
a ruptured ectopic, a perforated gastric ulcer, a strangu- 
lated hernia, a fulminating appendicitis or an acute bowel 
obstruction or any other acute abdominal condition. Then 
there are cases of serious accident where the life of the 
injured person depends on the surgical skill of the doctor 
who is available. Teaching our young doctors that all 
surgical work should be done by a very limited number of 
surgeons who are supposed to be specially skilful, is not 
the way to prepare them for dealing with emergencies 
when they occur. 


The doctor who has operated on a fair number of cases 
of chronic appendicitis, is more likely to be able to deal 
successfully with a fulminating acute case than the man 
who has sent all his chronic cases to the city. By all 
means let our Australian College of Surgeons urge more 
post-graduate training, let them urge our universities to 
see to it that the young men who receive a surgical quali- 
fication, have had an adequate practical training at the 
hospitals. Let our Australian College of Surgeons do all 
they can to improve the surgical equipment of all our 
public hospitals, but, above all, let them try to raise rather 
than lower our ethical standards. In America doctors are 
accustomed to advertising and to putting letters after 
their names that are not indicative of the possession of 
any registerable medical qualification, but it is not so in 
Britain and it was not so here until very recently. Surely 
it is not yet too late to get back to our former ethical 
standards and to resent the intrusion of Yankee business 
methods into our profession. 


Yours, etc., 
PaTRICK BLACKALL. 





A MATTER OF TERMINOLOGY. 


Sir: On page 527 of this week’s issue occurs the word 
“chaparals.” Permit me to point out that “chaparral” 
(double “r”’) means scrub or dense thicket. I am sure 
that “chaparajos” or “chapareros” is the proper word. 


Yours, etc., 
J. W. SUTHERLAND. 
Narromine. : 


April 28, 1928. 





TRAVELLING EXAMINERS FOR LIFE INSURANCE 
z COMPANIES. 


Si: In your issue of even date reporting the proceedings 
of the Federal Committee on the above matter you say 
inter alia: “Others spoke of personal experience of thirty 
in one week.” Maybe such a state of affairs has obtained, 
but such happenings are decidedly rare. 


Permit me to state my own personal experience (solely 
in New South Wales) with two different companies. The 
total time I was engaged as a travelling examiner was 
two hundred and sixty-eight days; just over thirty-eight 
weeks. During that time I examined one hundred and 
thirty-six cases. Conditions of employment were one 
guinea for each examination with an allowance of twelve 
shillings and sixpence per diem, the minimum remunera- 
tion being £30 per month in one case and £35 per month 
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in the other. My average weekly income over the whole 

riod was £8 4s. 3d! Out of that one had to pay one’s 
own hotel expenses (travelling expenses being met by the 
companies). A very insufficient return for becoming some- 
thing in the nature of a glorified commercial traveller! 

I am aware that some companies pay better terms, but 
employment is for a very short period only. 

Yours, etc., : 
C. W. Levines. 
Barmedman, New South Wales. 
May 5, 1928. 





PARALYSIS AGITANS. 


Sm: I would be grateful to get from any practitioner 
suggestions either for general or special treatment of 
paralysis agitans other than the very brief treatment 
mentioned in textbook. 

Yours, etc., 
“COUNTRY PRACTITIONER.” 

April 30, 1928. 





THE TREATMENT OF SCABIES. 


Sm: We have a native trouble here usually termed 
“Kuhikuhi.” It is allied to if not identical with the 
ordinary scabies of civilization. For some time past sub- 
ordinates have reported to me the cure of the condition 
by means of a dose of “914.” However, in view of the 
cost of “914,” and the satisfactory results with sulphur 
ointment, I have not paid much attention to this line of 
treatment. 


Some little time back I suggested to one of my medical . 


assistants, Mr. H. O. C. Littlechild, that he should try 
the effect of intramuscular bismuth. He now reports as 
follows: 
At Ipisi, a day prior to my sailing for Port Moresby, 
I gave an adult male 3 gers. of bismuth tartrate 
(intramuscularly). He was covered in “kuhikuhi” 
’ from head to foot—in fact his back was almost one 
continuous suppurating sore. Upon my return to 
Ipisi a week later he came to me and very proudly 
exhibited himself. There was practically no sign of 
“kuhikuhi’—the quickest clean-up I have ever seen 
for such a chronic case. 

I do not know if this line of treatment is generally 
known, but if other cases confirm this result, it would 
seem to me a valuable line of treatment perhaps for the 
scabies of civilization also. 

Yours, etc., 
W. M. Strone, M.D., D.T.M. & H., 
Chief Medical Officer, Territory of Papua. 
Port Moresby. 
April 30, 1928. 
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‘BANCROFT MEMORIAL LECTURE. 


Tue Bancroft Memorial Lecture this year will be 
delivered at Brisbane by Professor William Colin 
MacKenzie on August 31, 1928. The subject of the lecture 
will be “Functional Anatomy and Medical Practice.” 


_— 
<-- 





LISTS OF MEMBERS. 


THe Honorary Secretary of the Queensland Branch of 
the British Medical Association announces that in the 








lists of members of the several Branches of the British 
Medical Association in Australia, published on March 23, 
1928, crossed swords, indicative of active service abroad, 
were omitted in connexion with the following members: 
Dr. John Bostock, of Wickham Terrace, Brisbane, Dr. J. 
A. Goldsmid, of First Avenue, Eagle Junction, Brisbane, 
Dr. T. S. Greenaway, of Creek Street, Brisbane, Dr. Paul 
Hopkins, of Mackay, Dr. J. G. Morris, of Mackay, Dr. 
R. S. McGregor, D.S.O., of Beenleigh, and Dr. H. Spencer 
Roberts, of Thursday Island. 


The name of Dr. E. W. Casey, of Eumundi, was omitted 
from the list. 
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Proceedings of the Australian MBedical 
Boards, 


VICTORIA. 


THE undermentioned have been registered under the 


| provisions of Part I of the Medical Act, 1915, of Victoria, 
| as duly qualified medical practitioners: 


Murray, Hugh Dynnyrne Macinnes Lathrop, L.R.C.P. 
et S. (Edinburgh), L.R.F.P.S. (Glasgow), 1927, 
Waverley Road, East Malvern. 

Seed, William Walter, M.B., BS., 
Melbourne), 31, Outram _ Street, 
Western Australia. 

Tassie, Gemmel, M.B., BS., 
Murrayville. 

Trembath, Kenneth Roy, L.R.C.P. et S. (Edinburgh), 
L.R.F.P.S. (Glasgow), 1927, 64, Beaver Street, 
East Malvern. 

Bailey, Henry Kemple Byron, M.B., B.S., 1928 (Univ. 
Melbourne), Homeopathic Hospital, Melbourne. 
Bradbury, Ronald Walter, M.B., B.S., 1928 (Univ. 

Melbourne), Eltham. 

Brown, Peter Frederick Russell, M.B., B.S., 1928 (Univ. 
Melbourne), 40, Monomeith Avenue, Canterbury. 

Godfrey, Graham George, M.B., B.S., 1928 (Univ. Mel- 
bourne), 14, Bay Street, Brighton. 

Gorr, Yakoff, M.B., B.S., 1928 (Univ. Melbourne), 
Shepparton. 

Grogan, Patrick Leo, 
bourne), Elmore. 

Hardy, Charles William Kenneth, M.B., B.S., 1928 
(Univ. Melbourne), 816, Sturt Street, Ballarat. 

Heath, John Reid, M.B., B.S., 1928 (Univ. Melbourne), 
c.o. G. W. Baird, Esq., Ivanhoe Parade, Ivanhoe. 

Loftus, William Ashby De Varre, M.B., B.S., 1928 
(Univ. Melbourne), 953, High Street, Armadale. 

Luth, Norman Hudson, M.B., B.S., 1928 (Univ. Mel- 
bourne), Homeopathic Hospital, Melbourne. 

Mitchell, John, M.B., B.S., 1928 (Univ. Melbourne}, 426, 
High Street, East Malvern. 

Pardey, Geoffrey James, M.B., B.S., 1928 (Univ. Mel- 
bourne), Brisbane Street, Launceston, Tasmania. 

Pickering, John Campbell, M.B., B.S., 1928 (Univ. 
Melbourne), Rutherglen. 

Weaver, Roland Walmer, M.B., BS., 
Melbourne), 21, Uvadale Grove, Kew. 

Wilson, Allan Bennie, M.B., B.S., 1928 (Univ. Mel- 
bourne), “Sledmere,” Upper Beaconsfield. 

Wilson, Neville Pickernell, M.B., B.S., 1928 (Univ. 
Melbourne), “Wuurna,” Sturt Street, Ballarat. 
Young, William Donald, M.B. BS., 1928 (Univ. 
Melbourne), 99, Alma Road, East St. Kilda. 


1925 
West 


(Univ. 
Perth, 


1926 (Univ. Adelaide), 


M.B., B.S., 1928 (Univ. Mel- 


1928 (Univ. 


Additional diplomas registered: 
Spencer, John Clark, M.D., 1928 (Univ. Melbourne). 
Weigall, Gerald Raleigh, M.D., 1928 (Univ. Melbourne). 
Brown, David Officer, M.D., 1928 (Univ. Melbourne). 
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Wooks Received. 


THE PRACTICAL MEDICINE SERIES, COMPRISING EIGHT 
VOLUMES ON THE YEAR’S PROGRESS IN MEDICINE 
AND SURGERY: Under the General Editorial Charge of 
Charles L. Mix, A.M., M.D.; Pediatrics, Edited by Isaac A. 
Abt, M.D., with the collaboration of Arthur F. Abt, M.D.; 
1928. Chicago: The Year Book Publishers. Crown 8vo., 
pp. 426, with illustrations. Price: $2.25 net. 


A TREATISE ON DISEASES OF THE HAIR AND SCALP, 
by S. Dana Hubbard, M.D.; 1928. Philadelphia: Lea and 
Febiger. Royal 8vo., pp. 500, with illustrations. Price: 
$5.50 net. 

THE USE OF SYMPTOMS IN THE DIAGNOSIS OF DISEASE, 
by Hobart Amory Hare, B.Sc., M.D., LL.D.; Ninth Edition, 
thoroughly revised; 1928. Philadelphia: Lea and Febiger. 
Royal 8vo., pp. 528, with illustrations. Price: $5.50 net. 


CLINICAL SURGERY: AN INTRODUCTION FOR JUNIOR 
STUDENTS, by J. W. Dowden, M.B., F.R.C.S.E.; 1928. 
Edinburgh: Oliver and Boyd. Crown 8vo., pp. 68. 
2s. net. 

THE CLINICAL EXAMINATION OF THE NERVOUS 
SYSTEM, by G. H. Monrad-Krohn, M.D., F.R.C.P., with a 
foreword by T. Grainger Stewart, M.D., F.R.C.P.; Fourth 
Edition; 1928. London: H. K. Lewis and Company, Limited. 
Crown 8vo., pp. 226, with illustrations. Price: 7s. 6d. net. 


Price: 


Diary for the Month. 


21.—New South Wales Branch, B.M.A.: Organization and 
Science Committee. 

22.—New South Wales Branch, B.M.A.: Medical Politics 
Committee. 

23.—Victorian Branch, B.M.A.: Council. 

25.—Queensland Branch, B.M.A.: Council. 

31.—New South Wales Branch, B.M.A.: Branch. 

31.—South Australian Branch, B.M.A.: Branch. 

31.—Northern Districts Medical Association, New South 


Wales. 
a Suburbs Medical Association, New South 
ales. 


=_ 


Wedical Appointments, 


Dr. Walter Lockhart Gibson (B.M.A.) has been appointed 
Honorary Relieving Ophthalmologist to the Brisbane 
General Hospital and not Honorary Relieving Medical 
Officer as stated in a previous issue. 

s = s td 

Dr. N. Hamilton Fairley (B.M.A.) has been appointed 
Assistant Physician at the Hospital for Tropical Diseases, 
Endsleigh Gardens, London, and will enter upon his duties 
in March, 1929. Dr. Fairley has been elected a Fellow of 
the Royal College of Physicians of London. In congratu- 
lating Dr. Fairley on this distinction, we wish to point out 
that this is the first occasion on which a graduate of an 
Australian university holding the diploma of a Member 
of the Royal College of Physicians has been elected a 
Fellow of the College. 

+ * * 

Sir James William Barrett (B.M.A.), Dr. Bernard T. 
Zwar (B.M.A.), Dr. Edith Helen Barrett (B.M.A.), Dr. 
Edward Robertson (B.M.A.), Dr. Frank Clare Wilkinson 
(B.M.A.), Dr. Clarence George Godfrey (B.M.A.) and Dr. 
John Dale (B.M.A.) have been appointed Members of the 
Advisory Committee in connexion with Medical and Dental 
Inspection in State Schools, Victoria. 


————— 


Wedical Appointments Vacant, etc. 


For announcements of medical appointments vacant, assistants, 
locum tenentes sought, etc., see “Advertiser,” page xviii. 


Austin HospitaL For CHronic DIsEAsEs, HEIDELBERG, 
Victoria: Honorary Pathologist. 
BENEVOLENT Socrety or New SovutH WALEs: 
Surgeon, Junior Resident. Medical Officer. 
Carrns HospiTrats Boarp: Resident Medical Officer. 
CANBERRA HospITaL, CANBERRA: Matron, Pupil Nurses. 


St. VINCENT’s HospiTaL, MELBOURNE: Honorary Vacancies. 


Honorary 


Medical Appointments: Important Motice, 


MuvIcaL practitioners are requested not to apply for any 
appointment referred to in the following table, without having 
first communicated with the Honorary Secretary of the Branch 
named in the first column, or with the Medical Secretary of the 
British Medical Association, Tavistock Square, London, W.C.1, 





BRANCH. 


APPOINTMENTS. 





New SouTH WALES: 

Honorary Secretary, 

30 - 34, Elizabeth 
Street, Sydney. 


Australian Natives’ Association. 

Ashfield and District Friendly Societies’ 
Dispensary. 

Balmain United Friendly Societies 
Dispensary. 

Friendly Society Lodges at Casino. 

Leichhardt and Petersham Dispensary. 

Manchester United Oddfellows’ Medical 
Institute, Elizabeth Street, Sydney. 

Marrickville United Friendly Societies’ 
Dispensary. 

North Sydney United Friendly Societies, 

People’s Prudential Benefit Society. 

Pheenix Mutual Provident Society. 





VICTORIAN : Honorary 

Secretary, Medical 

Society Hall, 
Melbourne. 





All Institutes or Medical Dispensaries. 

Australian Prudential Association Pro- 
prietary, Limited. 

Mutual National Provident Club. 

National Provident Association. 

Hospital or other appointments outside 
Victoria. 





QUEENSLAND: Hon- 
orary Secretary, 
B.M.A. Building, 
Adelaide Street, 
Brisbane. 


Members accepting appointments as 
medical officers of country hospitals 
in Queensland are advised to 
submit a copy of their agreement 
to the Council before signing. 

Brisbane United Friendly Society 
Institute. 

Stannary Hills Hospital. 





SouTH AUSTRALIAN: 
Secretary, 207, North 
Terrace, Adelaide. 


All Contract Practice Appointments in 
South Australia. 
Booleroo Centre Medical Club. 











WESTERN Aus- 

TRALIAN: Honorary 

Secretary, 65, Saint 

George’s Terrace, 
Perth. 


All Contract Practice Appointments in 
Western Australia. 





NEw ZEALAND 

(WELLINGTON DrvI- 

SION) : Honorary 

Secretary, Welling- 
ton. 


Friendly Society Lodges, 
New Zealand, 


Wellington, 








Medical practitioners are requested not to apply for appoint- 
ments to positions at the Hobart General Hospital, Tasmania, 
without first having communicated with the Editor of THs 
MeEpIcAL JOURNAL OF AUSTRALIA, The Printing House, Seamer 
Street, Glebe, New South Wales. 





Editorial iM2otices. 


MANuscripts forwarded to the office of this journal cannot 
under any circumstances be returned. Original articles for- 
warded for publication are understood to be offered to THE 
on JOURNAL OF AUSTRALIA alone, unless the contrary be 
stated. 


All communications should be addressed to “The Editor,” 
THE MEDICAL JOURNAL OF AUSTRALIA, The Printing House, 
Seamer Street, Glebe, Sydney. (Telephones: MW 2651-2.) 


SUBSCRIPTION _RaTES.—Medical students and others not 
receiving THE MEDICAL JOURNAL OF AUSTRALIA in virtue of 
membership of the Branches of the British Medical Association 
in the Commonwealth can become subscribers to the journal by 
applying to the Manager or through the usual agents and book- 
sellers. Subscriptions can commence at the beginning of any 

arter and are renewable on December 31. The rates are £2 
or Australia and £2 5s. abroad per annum payable in advance 





